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HIV/AIDS information is a critical resource for people living with HIV (PLWH) and 
people at high-risk for HIV infection. Assessing and managing the risk of acquiring or 
transmitting HIV requires the acquisition and successful application of HIV/AIDS information.  
While possessing HIV/AIDS information does not automatically lead to health behavior change, 
individuals must be informed before they are motivated and equipped with the skills to perform  
HIV protective and risk reduction behaviors to effectively reduce their risk.  The rapid expansion 
of technologies provides a tremendous opportunity for delivering tailored HIV/AIDS 
information, and promoting engagement in HIV protective and risk reduction behaviors. 
However, we do not currently know how and why young, Black gay and bisexual men 
(YBGBM), the population who experiences a disproportionate burden of HIV infection in the 
United States (US), acquire and apply HIV/AIDS information, or how technologies affect their 
access to this information.  
This dissertation uses a community-based participatory research approach to investigate 
how and why YBGBM (ages 18-34) living in the state of North Carolina acquire and apply 
HIV/AIDS information, and factors which motivate or deter their adoption of HIV protective and 
risk reduction behaviors. Eighty-three YBGBM completed an online, self-administered survey, 
and twenty-two survey respondents participated in semi-structured interviews to elaborate on 
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results obtained from the survey. Overall, study participants acquired (intentionally and 
unintentionally) HIV/AIDS information through the Internet using mobile devices, (especially 
through social media sites and geospatial dating applications), their social networks, and 
healthcare providers. Participants sought HIV/AIDS information to manage and assess their 
overall sexual health, to inform patient-doctor communication, and to gain a better understanding 
of HIV prevention and care options. Participants applied the information they acquired by 
adopting HIV protective and risk reduction behaviors, to share information within their online 
and offline social networks to combat misinformation, and to share/exchange information with 
peers to assist them in making decisions about the adoption of HIV protective and risk reduction 
behaviors. The study found that HIV/AIDS information from a doctor/healthcare provider or 
from a peer living with HIV and/or with first-hand experience adopting HIV protective and risk 
reduction behaviors were deemed to be the most trustworthy sources of information. 
Serodiscordant romantic relationships were common among the study sample, and being in a 
serodiscordant relationship was the primary motivator for pre-exposure prophylaxis use among 
HIV-negative participants. Overwhelmingly, the top motivators for utilizing HIV/STI screening 
were peer support, increased access, and health anxiety. The main deterrents to the utilization of 
HIV/STI screening services were fear of knowing HIV serostatus, being in a monogamous 
relationship, and intersectional stigma. The findings presented in this dissertation add to our 
understanding of the information behaviors of a population traditionally understudied in the field 
of information, factors which motivate or deter their engagement in the continua of HIV 
prevention and care, and has practical implications for healthcare providers, public health 




Mom and Dad, thank you for your love, sacrifice, and encouragement.  






























Thank you to my advisor, Amelia Gibson, for your guidance and mentorship these past 5 
years. You’ve helped me navigate this program and academia despite the many unexpected 
challenges that arose during this time. Thank you for being a sister scholar. Thank you for 
showing me grace, and giving me space to make mistakes, be vulnerable, and grow. I came to 
UNC specifically to work under you, and it has proved to be the right decision many times over. 
Next, I would like to thank my committee members – Kate Muessig, Claudia Gollop, David 
Gotz, and Gary Marchionini. Thank you for always keeping your door open to me, and providing 
invaluable feedback during this process. Kate, I’d like to especially thank you for allowing me to 
collaborate with the BATLAB, and introducing me to so many scholars who have enriched my 
experience at UNC and beyond. I’d like to thank Precious Threats, Portia McKenzie, Willa 
Dong, Terika McCall, Jennifer White, and Patrice Johnson for being incredible best friends. I’d 
like to also thank graduates of the SILS doctoral program who were always willing to help me 
navigate academia without hesitation, including: Samantha Kaplan, Kaitlin Costello, Annie 
Chen, Ashlee Edwards, Kathy Brennan, Emily Vardell, and Angela Murillo. I’d also like to 
thank my 2019 i3 family for further invigorating my love for teaching. Thank you to all of my 
community partners and every single person who took the time to participate in this research 
study. A special shout out to Karina Soni of the BATLAB and the folks at the UNC Center for 
AIDS Research who played huge roles in helping me recruit participants and community 
partners for this study. I’d like to thank the funders who contributed to the success of this project 
vii 
 
including: the UNC School of Information and Library Science, Beta Phi Mu International 
Honor Society, the Medical Library Association, Clarivate Analytics, P.E.O., and the UNC 
Graduate School. Finally, I’d like to thank and give honor to God, who is the head of my life. 
With God, all things are possible. “Now faith is the substance of things hoped for, the evidence 






TABLE OF CONTENTS  
 
LIST OF TABLES ....................................................................................................................... xiv 
LIST OF FIGURES ...................................................................................................................... xv 
LIST OF ABBREVIATIONS ..................................................................................................... xvii 
CHAPTER 1: INTRODUCTION ................................................................................................... 1 
Introduction ................................................................................................................................. 1 
1.1 Background ........................................................................................................................... 1 
1.2 Problem Statement ................................................................................................................ 3 
1.3 Significance ........................................................................................................................... 4 
1.4 Theoretical Framework ......................................................................................................... 6 
1.5 Study Aims and Research Questions .................................................................................. 10 
1.6 Conclusion ........................................................................................................................... 11 
CHAPTER 2: LITERATURE REVIEW ...................................................................................... 12 
Introduction ............................................................................................................................... 12 
2.1 HIV/AIDS ........................................................................................................................... 12 
2.1.1 Transmission and Symptoms ................................................................................................ 14 
2.1.2 Screening and Diagnosis ....................................................................................................... 15 
2.1.3 HIV Care Continuum ............................................................................................................. 17 
2.1.4 HIV Prevention Continuum .................................................................................................. 19 
ix 
 
2.1.5 Disparities along the HIV Prevention and Care Continuum............................................. 20 
2.2 HIV/AIDS among Young, Black Gay and Bisexual Men in the US .................................. 23 
2.2.1 HIV/AIDS in the South ......................................................................................................... 24 
2.2.2 Structural and Psychosocial Deterrents of HIV Prevention and Care Engagement ...... 24 
2.2.2.1 Structural Deterrents of HIV Prevention and Care Engagement ........................... 25 
2.2.2.1.1 Financial Constraints ....................................................................................... 26 
2.2.2.1.1.1 High Cost, Low Benefits of Accessing HIV Care .................................... 26 
2.2.2.1.1.2 Unemployment and Health Insurance Status ............................................ 27 
2.2.2.1.2 Intersectional Stigma and Discrimination in Societal Institutions .................. 29 
2.2.2.1.2.1 Intersectional Stigma in Healthcare Settings ............................................ 30 
2.2.2.1.2.2 Stigma in Religious Institutions ............................................................... 31 
2.2.2.2 Psychosocial Deterrents of HIV Prevention and Care Engagement ...................... 32 
2.2.2.2.1 Medical Distrust and HIV/AIDS Conspiracy Beliefs ..................................... 32 
2.2.2.2.2 Community Stigma and Lack of Peer Support................................................ 35 
2.2.2.2.3 Fear and Uncertainty of HIV Serostatus ......................................................... 37 
2.2.3 Motivators of HIV Prevention and Care Engagement....................................................... 37 
2.3 Information Behaviors......................................................................................................... 38 
2.3.1 Information Seeking ............................................................................................................... 40 
2.3.1.1 HIV/AIDS Information Seeking ............................................................................ 41 
2.3.2 Information Encountering (Incidental information acquisition) ...................................... 42 
2.3.2.1 HIV/AIDS Information Encountering ................................................................... 43 
2.3.3 Information Use ...................................................................................................................... 45 
2.3.3.1 Applying Information ............................................................................................ 46 
x 
 
2.3.3.2 Effects of Information ............................................................................................ 47 
2.4 Conclusion ........................................................................................................................... 47 
CHAPTER 3: METHODOLOGY ................................................................................................ 49 
Introduction ............................................................................................................................... 49 
3.1 Research Questions ............................................................................................................. 49 
3.2 Ethical Consideration .......................................................................................................... 50 
3.3 Research Design .................................................................................................................. 50 
3.3.1 Community-based Participatory Research Approach ........................................................ 51 
3.4 Study Sample....................................................................................................................... 52 
3.5 Recruitment Procedures ...................................................................................................... 54 
3.6 Participant Compensation ................................................................................................... 56 
3.7 Study Instruments ................................................................................................................ 57 
3.7.1 Survey (including eligibility screener) ................................................................................ 57 
3.7.1.1 Study Variables ...................................................................................................... 58 
3.7.1.1.1 HIV/AIDS Information Seeking ..................................................................... 61 
3.7.1.1.2 Sociodemographic Factors .............................................................................. 62 
3.7.1.1.3 HIV/AIDS Information Encountering ............................................................. 62 
3.7.1.1.4 HIV/AIDS Information Use ............................................................................ 63 
3.7.1.1.5 HIV/AIDS Protective and Risk Reduction Behaviors .................................... 64 
3.7.1.1.6 Motivators and Deterrents of HIV/STI screening ........................................... 65 
3.7.2 Semi-structured Interviews ................................................................................................... 67 
xi 
 
3.8 Data Analysis Design .......................................................................................................... 69 
3.8.1 Quantitative Data Analysis ................................................................................................... 69 
3.8.2 Qualitative Data Analysis ...................................................................................................... 69 
3.9 Issues of Validity and Reliability ........................................................................................ 71 
3.9.1 Member Checking .................................................................................................................. 72 
3.9.2 Peer Debriefing ....................................................................................................................... 73 
3.9.3 Research Positionality............................................................................................................ 73 
3.10 Conclusion ......................................................................................................................... 74 
CHAPTER 4: RESULTS .............................................................................................................. 75 
Introduction ............................................................................................................................... 75 
4.1 Sociodemographic Data ...................................................................................................... 75 
4.1.1 Technology Usage .................................................................................................................. 76 
4.2 HIV/STI Screening and Treatment, PrEP Use History ....................................................... 77 
4.3 Findings from Survey .......................................................................................................... 80 
4.3.1 Aim I. HIV/AIDS Information behaviors of YBGBM ..................................................... 80 
4.3.1.1 Research Question 1 .............................................................................................. 80 
4.3.1.1.1 Sources of Intentionally Sought HIV/AIDS Information ............................... 82 
4.3.1.1.2 Types of HIV/AIDS Information Sought ........................................................ 84 
4.3.1.1.3 HIV/AIDS Information Source Preferences and Trust ................................... 86 
4.3.1.2 Research Question 2 .............................................................................................. 88 
4.3.1.3 Research Question 3 .............................................................................................. 89 
4.3.1.4 Research Question 4 .............................................................................................. 94 
xii 
 
4.3.2 Aim II. Motivators and Deterrents of HIV Protective and                                                                    
Risk Reduction Behavior Adoption .................................................................................... 95 
 
4.3.2.1 Research Question 5 .............................................................................................. 96 
4.3.2.2 Research Question 6 .............................................................................................. 97 
4.3.2.3 Research Question 7 .............................................................................................. 99 
4.4 Findings from Interviews .................................................................................................. 101 
4.4.1 Sample and Demographics .................................................................................................. 101 
4.4.2 Aim I. HIV/AIDS Information Behaviors of YBGBM ................................................... 101 
4.4.2.1 Research Question 1 & 2 ..................................................................................... 102 
4.4.2.1.1 Information Seeking to Manage Overall Sexual Health ............................... 102 
4.4.2.1.2 Information Seeking to Inform Patient-Doctor Communication .................. 106 
4.4.2.1.3 Information Seeking to Understand HIV                                               
Prevention and Treatment Options ................................................................ 106 
 
4.4.2.2 Research Question 3 ............................................................................................ 108 
4.4.2.3 Research Question 4 ............................................................................................ 113 
4.4.3 Aim II. Motivators/Deterrents of HIV Protective                                                                                                    
and Risk Reduction Behavior Adoption ........................................................................... 117 
 
4.4.3.1 Research Question 5 and 6 ................................................................................... 118 
4.4.3.2 Research Question 7 ............................................................................................ 123 
4.5 Conclusion ......................................................................................................................... 125 
CHAPTER 5: DISCUSSION ...................................................................................................... 129 
Introduction ............................................................................................................................. 129 
xiii 
 
5.1.1 Aim I. HIV/AIDS Information Behaviors of YBGBM ................................................... 129 
5.5.1.1 Research Questions 1 & 2 .................................................................................... 130 
5.1.1.2 Research Question 3 ......................................................................................................... 133 
5.5.1.3 Research Question 4 ......................................................................................................... 139 
5.5.2 Aim II. Motivators/Deterrents of HIV Protective                                                           
and Risk Reduction Behavior Adoption ........................................................................... 144 
 
5.5.2.1 Research Questions 5 & 6 .................................................................................... 144 
5.5.2.2 Research Question 7 ......................................................................................................... 147 
5.2 Limitations ........................................................................................................................ 148 
5.3 Significance and Implications ........................................................................................... 150 
5.3.1 Informatics Implications ...................................................................................................... 151 
5.3.2. Public Health Implications ................................................................................................. 153 
5.4 Conclusion ......................................................................................................................... 154 
APPENDIX A: NIH CERTIFICATE OF CONFIDENTIALITY .............................................. 156 
APPENDIX B: STUDY RECRUITMENT FLYER................................................................... 159 
APPENDIX C: SOCIAL MEDIA RECRUITMENT SCRIPTS ................................................ 160 
APPENDIX D: TELEPHONE RECRUITMENT SCRIPTS ..................................................... 161 
APPENDIX E: RECRUITMENT EMAIL FOLLOWING FIRST CONTACT......................... 162 
APPENDIX F: INFORMED CONSENT TEXT EMBEDDED IN SURVEY .......................... 163 
APPENDIX H: SURVEY ........................................................................................................... 168 
APPENDIX I: INTERVIEW GUIDE ......................................................................................... 209 




LIST OF TABLES 
 
Table 1 – Overview of Study Aims, Research Questions, and Methods ...................................... 11 
Table 2 – Theoretical constructs of information use .................................................................... 46 
Table 3 – Community Partners – Recruitment ............................................................................. 54 
Table 4 – Flyer Locations – Public Message Boards .................................................................... 56 
Table 5 – Conceptualization of study variables ............................................................................ 58 
Table 6 – Survey questions corresponding to research questions................................................. 66 
Table 7 – Interview questions corresponding to research questions ............................................. 68 


















LIST OF FIGURES 
 
Figure 1 – Wilson’s 1981 Model of Information Behavior ............................................................ 8 
Figure 2 – Wilson’s 1996 Model of Information Behavior ............................................................ 8 
Figure 3 – Wilson’s 1999 Model of Information Behavior ............................................................ 9 
Figure 4 – HIV Care Continuum .................................................................................................. 18 
Figure 5 – HIV Prevention Continuum ......................................................................................... 19 
Figure 6 – HIV Prevention Toolbox ............................................................................................. 20 
Figure 7 – First source for HIV/AIDS information, the most recent time it was sought .............. 83 
Figure 8 – Sources of intentionally sought HIV/AIDS information,                                                                                      
in the past two years (select all that apply) ....................................................................... 83 
 
Figure 9 – Online sources of intentionally sought HIV/AIDS information .................................. 84 
Figure 10 – First type of HIV/AIDS information sought, the most recent time it was tought ..... 85 
Figure 11 – Types of HIV/AIDS information sought, in the past two years ................................ 86 
Figure 12 – Preferred source of HIV/AIDS information .............................................................. 87 
Figure 13 – Degree of trust in HIV/AIDS information sources.................................................... 88 
Figure 14 – HIV/AIDS information search motivator, the most recent time it was sought ......... 89 
Figure 15 – HIV/AIDS Information Encountering (I accidentally                                                                                
find information about HIV/AIDS while I look for information about other topics) ....... 91 
 
Figure 16 – HIV/AIDS Information Encountering (I learn unexpected                                                                  
things about HIV/AIDS when I talk to other people) ....................................................... 91 
 
Figure 17 – HIV/AIDS Incidental Encountering (I learn unexpected                                                                       
things about HIV/AIDS when I watch television or read the newspaper) ........................ 91 
 
Figure 18 – HIV/AIDS information encountering – HIV/STI screening                                                                  
(I see advertisements about HIV or STD testing while using social media                                                              




Figure 19 – HIV/AIDS information encountering – HIV/STI screening                                         
(I learn unexpected things about HIV/AIDS when I watch television or read the 
newspaper) ........................................................................................................................ 92 
 
Figure 20 – HIV/AIDS information encountering – HIV/STI screening                                                     
(I see advertisements about HIV or STD testing while browsing the Internet) ................ 93 
 
Figure 21 – HIV/AIDS information encountering – PrEP (I see advertisements                           
for Pre-exposure prophylaxis (PrEP, Truvada) while using social media sites                                      
or dating applications ........................................................................................................ 93 
 
Figure 22 – HIV/AIDS information encountering – PrEP (I see advertisements                                     
for Pre-exposure prophylaxis (PrEP, Truvada) while watching television....................... 94 
 
Figure 23 – HIV/AIDS information encountering – PrEP (I see advertisements                                  
for Pre-exposure prophylaxis (PrEP, Truvada) while browsing the Internet) .................. 94 
 
Figure 24 – HIV/STI screening motivators .................................................................................. 97 
Figure 25 – HIV/STI screening deterrents .................................................................................... 98 
Figure 26 – PrEP use motivators ................................................................................................ 100 
Figure 27 – Spectrum of approaches to engaging in HIV/AIDS information                                 
seeking to manage overall sexual health ......................................................................... 105 
 
Figure 28 – Approaches to engaging in HIV/AIDS information seeking .................................. 108 
Figure 29 – Pre- and post-diagnosis information encountering (HIV positive participants) ...... 109 
Figure 30 – HIV/AIDS information encountering ...................................................................... 112 
Figure 31 – Concerns about HIV/AIDS information encountering ............................................ 113 
Figure 32 – HIV/AIDS information use (effects of information) ............................................... 117 
Figure 33 – Motivators of HIV/STI screening ............................................................................ 119 
Figure 34 – Deterrents of HIV/STI screening............................................................................. 122 




LIST OF ABBREVIATIONS 
 
AIDS  Acquired Immunodeficiency Syndrome 
ART  Antiretroviral Therapy 
BGBM Black Gay and Bisexual Men 
HIV  Human Immunodeficiency Virus 
STI  Sexually Transmitted Infections 
MSM  Men Who Have Sex With Men 
mHealth Mobile Health 
eHealth Electronic Health  
PLWH  People living with HIV 
PrEP  Pre-Exposure Prophylaxis  
TasP  Treatment as Prevention 
U = U  Undetectable Equals Untransmittable  







CHAPTER 1: INTRODUCTION 
Introduction 
This chapter provides an overview of the dissertation study. It begins with an introduction 
to the current state of the human immunodeficiency virus (HIV)/acquired immunodeficiency 
syndrome (AIDS) epidemic among YBGBM in the US and in the state of North Carolina. Then, 
it presents a discussion of the problem of HIV/AIDS information behaviors and engagement 
along the HIV prevention and care continua among YBGBM. Third, the significance of this 
study is discussed in relation to existing gaps in research literature and explains how the 
dissertation aims to address these gaps. Fourth, the adapted theoretical models and conceptual 
frameworks of information behavior that guided this study are presented and discussed. This 
introductory chapter concludes with the study aims and research questions addressed in this 
dissertation and a discussion of how it contributes to the fields of information science and health 
behavior.  
1.1 Background 
 Black gay and bisexual men (BGBM) experience the highest burden of HIV infection in 
the US. YBGBM have a one in two chance of becoming infected with HIV during their lifetime 
compared with one in five among Latino gay and bisexual men, and one in eleven among White 
gay and bisexual men (Hess, Hu, Lansky, Mermin, & Hall, 2017). In 2017, 75% of BGBM who 
received an HIV diagnosis were aged 13-34 (Centers for Disease Control and Prevention, 2018). 
In the US, southern states account for an estimated 51% of new HIV diagnoses despite making 
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up roughly one-third (38%) of the population (Centers for Disease Control and Prevention, 
2019a). BGBM account for six out of every ten new HIV diagnoses among Black Americans 
living in the South (including the state of North Carolina), and have the highest rates of new HIV 
diagnoses in southern states (Centers for Disease Control and Prevention, 2018; North Carolina 
Department of Health and Human Services, 2019). To address these HIV disparities, there is a 
need to explore factors which may be drivers of HIV infection among BGBM. 
Several studies found that BGBM report lower or similar rates of sexual and drug-related 
risk behaviors (such as condomless intercourse, high alcohol consumption, and having multiple 
sex partners) in comparison to Latino and White gay and bisexual men (Kann, Olsen, Kinchen, 
Morris, & Wolitski, 2016; Magnus et al., 2010; Millett et al., 2012; Rosenberg, Sullivan, 
Dinenno, Salazar, & Sanchez, 2011; Sullivan et al., 2014, 2015). Despite lower rates of sexual 
and drug-related risk behaviors, BGBM experience significantly elevated HIV and AIDS rates. 
Since engagement in sexual and drug-related risk behaviors do not explain the disproportionately 
high burden of HIV infection among BGBM, it is necessary to examine other factors which may 
explain this burden. Shifting focus to the HIV protective and risk reduction behaviors of BGBM, 
specifically those behaviors which help to minimize both the acquisition and transmission of 
HIV infection, may offer a better understanding of the disproportionate burden this population  
Screening for HIV infection and obtaining knowledge of HIV serostatus is the foundation 
of HIV prevention, treatment, and care. Undiagnosed HIV infection may contribute to ongoing 
HIV transmission, and could potentially present as a more advanced disease (AIDS) later 
(Koblin et al., 2017; Mannheimer et al., 2014). BGBM are less likely to have knowledge of their 
HIV serostatus, and are more likely to be living with HIV, yet unaware of their status than gay 
and bisexual men of other ethnicities (Mannheimer et al., 2014; Oster et al., 2011). It is critical 
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for BGBM living with HIV to receive timely medical care following a diagnosis, because 
individuals who take HIV medicine as prescribed can reduce the amount of HIV in their body 
(known as viral suppression) to undetectable levels. PLWH who stay undetectable have virtually 
no risk of transmitting HIV to sexual partners who are HIV-negative (U=U, undetectable equals 
untransmittable). BGBM are more likely than their White and Latino counterparts to be 
diagnosed with late stage HIV infection (AIDS) when they are screened for HIV, and are less 
likely to be alive three years after receiving an AIDS diagnosis in comparison to their White and 
Latino counterparts (Bosh, Shi, & Chen, 2017; Hall, Byers, Ling, & Espinoza, 2007). Those who 
receive an HIV diagnosis are less likely to use antiretroviral therapy (ART)1 and to be virally 
suppressed than their White counterparts (Beer, Oster, Mattson, and Skarbinski, 2014). The 
underutilization of HIV prevention and care services and low adoption of HIV protective and 
risk reduction behaviors, including: screening for HIV infection and other sexually transmitted 
infections (STIs), treatment of HIV and STIs, and pre-exposure prophylaxis2 (PrEP), may 
contribute to the high burden of HIV infection among BGBM.  
1.2 Problem Statement 
HIV/AIDS information is a critical resource for people living with HIV (PLWH) and 
people at high-risk for HIV infection. Managing HIV infection, assessing risk for acquiring or 
transmitting HIV, and adopting HIV protective and risk reduction behaviors to minimize risk for 
HIV/AIDS requires the acquisition and successful application of HIV/AIDS information. While 
                                                          
1 Antitretroviral therapy (ART) is the use of HIV medicines to treat HIV infection. 
2 Pre-exposure prophylaxis (PrEP) is when people at high risk for acquiring HIV take HIV medicines daily to 
diminish their likelihood of getting infected. When taken consistently as prescribed, PrEP reduces the risk of getting 
HIV from intercourse by 92% (CDC, 2017). 
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possessing HIV/AIDS information does not automatically lead to health behavior change, 
individuals must be informed before they are motivated and equipped with the skills to perform  
HIV protective and risk reduction behaviors to effectively reduce their risk (John, Walsh, & 
Weinhardt, 2017). The Internet is a potential medium for access to this vital information, but 
existing research literature does not explore how it is utilized by YBGBM to acquire HIV/AIDS 
information. The rapid expansion of technologies and online platforms (e.g. mobile devices, 
geospatial dating applications, social networking sites) present YBGBM with new channels for 
acquiring (e.g. seeking, incidental exposure) HIV/AIDS information.  
Little is known about how and why YBGBM acquire and use HIV/AIDS information 
(e.g. information behaviors), and even less is known about how technologies and online 
platforms shape the ways they access and interact with this information. Given the importance of 
HIV/AIDS information in the process of adopting HIV protective and risk reduction behaviors, 
understanding how and why YBGBM acquire and apply HIV/AIDS information is essential for 
the development of HIV prevention and care strategies targeting this high-risk population. 
Furthermore, there is limited knowledge of factors that may motivate the adoption of HIV 
protective and risk reduction behaviors among YBGBM. This then is the problem being 
addressed with my dissertation.  
1.3 Significance 
 Previous research on the HIV/AIDS information behaviors of gay and bisexual young 
adults is limited (Kingdon et al., 2013; Voisin, Bird, Shiu, & Krieger, 2013). The extant literature 
has mostly focused on the HIV/AIDS information needs and behaviors of broad populations (e.g. 
various ethnicities, ages, sexual orientations, and genders) of PLWH in the United States and 
Canada (Hogan & Palmer, 2005; Veinot, 2009). This study is significant because it examines the 
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HIV/AIDS information behaviors of HIV positive, HIV negative, and status unknown YBGBM. 
Other literature relevant to this phenomenon has focused on the sexual health information 
behaviors of heterosexual youth of varying ethnicities and genders, and consequently these 
findings are not generalizable to the population being studied in this dissertation (Dolcini, 
Warren, Towner, Catania, & Harper, 2015; Jones & Biddlecom, 2011; Stevens et al., 2017). For 
instance, because the HIV epidemic disproportionately affects YBGBM, heterosexual young 
adults often seek information about contraception (e.g. pregnancy prevention) and less 
information about HIV/AIDS (Stevens et al., 2017). Additionally, even fewer studies 
investigating how various populations access and interact with HIV/AIDS information have done 
so through the lenses of theoretical models and conceptual frameworks of information behavior 
from the field of information science (Hogan & Palmer, 2005; Meadowbrooke, Veinot, 
Loveluck, Hickok, & Bauermeister, 2014; Veinot, 2009). The role of information in the decision 
to adopt HIV protective and risk reduction behaviors has not been fully explored in HIV 
behavioral research. For YBGBM, certain information is necessary for the successful adoption of 
HIV protective and risk reduction behaviors. This includes information about the types of HIV 
tests that are available for screening, where to access HIV screening, optimal screening periods 
for HIV infection, ideal screening frequencies, types of ART (HIV medicines to treat HIV 
infection), viral load suppression, U=U, and information about PEP and PrEP.  
Much of the research examining the role of HIV/AIDS information has been measured 
through health literacy and knowledge tests (Carey & Schroder, 2002; Washington, Robles, & 
Malotte, 2013). Research literature about the impact of health literacy on the decision to adopt 
HIV protective and risk reduction behaviors is inconsistent (Barragán et al., 2005; Horvath & 
Bauermeister, 2017). For example, in one study, low health literacy was associated with greater 
6 
 
acceptance of HIV screening, while in other studies, low health literacy was associated with 
decreased likelihood of obtaining HIV screening (Barragán et al., 2005; Horvath & 
Bauermeister, 2017; Washington et al., 2013). Instead of making inferences about participant 
behavior based on health literacy measures, greater consideration should be given to the 
observable information behaviors of individuals. Moving beyond what individuals know 
(definitions) and focusing on their information behaviors will help invested stakeholders 
understand how this population found out what they know and what information they have (or do 
not) access to. I examine their channels and mediums for acquiring HIV/AIDS information, and 
how this information is used. This may help stakeholders invested in encouraging the adoption of 
HIV protective and risk reduction behaviors among YBGBM plan better HIV/AIDS prevention 
and care interventions, information services and technologies, health education programs, and 
sexual health promotion campaigns. Studying information behavior directly (and incorporating 
theory and models based on information behavior, rather than health literacy) may offer a more 
robust understanding of how information affects the adoption or rejection of HIV protective and 
risk reduction behaviors (Meadowbrooke, Veinot, Loveluck, Hickok, & Bauermeister, 2014). 
This current study applies information behavior models and frameworks to explore the diverse 
ways in which the population with a disproportionate burden of HIV infection in the US access 
and interact with this critical information. Furthermore, it investigates sources and channels of 
HIV/AIDS information, and factors which motivate/deter access and application of this 
information (e.g. the adoption of HIV protective and risk reduction behaviors).  
1.4 Theoretical Framework 
This dissertation is guided by T.D. Wilson’s 1981 (Figure 1), 1996 (Figure 2) and 1999 
(Figure 3) models of information behavior which originated in the field of information science. 
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T.D. Wilson defines information behavior as “the totality of human behavior in relation to 
sources and channels of information, including both active and passive information seeking, and 
information use. Thus, it includes face-to-face communication with others, as well as the passive 
reception of information without any intention to act on the information given” (Wilson, 2000). 
In his seminal work, “Information behavior: an interdisciplinary perspective,” (Wilson, 1997) 
Wilson presented a general model of information behavior that encompasses the context of an 
information need, information seeking, information searching, information processing and use, 
and the role that an individual’s environment plays in this process (Figure 2).  
As the body of information behavior research has continued to expand, so has the way in 
which it is defined. Pettigrew et al. (2001) define information behavior as “the study of how 
people need, seek, give, and use information in different contexts” (Pettigrew, Fidel, & Bruce, 
2001). Ingwersen and Jarvelin (2005) refer to information behavior as the “generation, 
acquisition, management, use and communication of information, and information seeking” 
(Ingwersen & Järvelin, 2006). Information behavior encompasses several activities including: 
information seeking, use and communication of information, and incidental information 
acquisition. The way in which each of these activities are conceptualized has been extensively 
explored. The information behaviors explored in this dissertation include: information seeking, 
incidental information acquisition, and information use. For the purposes of this dissertation, the 
information behaviors of YBGBM living in the state of North Carolina are explored within the 




























1.5 Study Aims and Research Questions 
The purpose of this study is to examine the HIV/AIDS information behaviors of 
YBGBM, and identify factors which motivate or deter their utilization of HIV prevention and 
treatment services and adoption of HIV protective and risk reduction behaviors (e.g. HIV 
screening, STI screening, and PrEP use). Table 1 summarizes the study aims, research questions, 
and methods. 
Aim I. The first aim is to examine the HIV/AIDS information behaviors of YBGBM. There are 
four research questions under this aim: 
R1. Where do YBGBM seek HIV/AIDS information? 
R2. What are motivators of HIV/AIDS information seeking among YBGBM? 
R3. Where do YBGBM incidentally acquire HIV/AIDS information? 
R4. How do YBGBM use the HIV/AIDS information they acquire? 
Aim II. The second aim is to identify the factors which motivate or deter the adoption of HIV 
protective and risk reduction behaviors. There are three research questions under this aim: 
R5. What are motivators of screening for HIV and other STIs among YBGBM? 
R6. What are deterrents of screening for HIV and other STIs among YBGBM? 






Table 1 – Overview of Study Aims, Research Questions, and Methods 
Study aims Research questions Methods 
To examine the HIV/AIDS 
information behaviors of 
YBGBM living in the state 
of North Carolina. 





• Descriptive statistics 
• Thematic analysis 
To identify factors which 
motivate or deter the 
adoption of HIV protective 
and risk reduction 
behaviors.  
R5 through R7 
 
• Online, self-
administered survey  
• Semi-structured in-
depth interviews 
• Descriptive statistics 
• Thematic analysis 
 
1.6 Conclusion 
 In the following chapters, I will introduce the literature that has been written about the 
HIV/AIDS epidemic among YBGBM including drivers of HIV infection, and disparities they 
experience along the HIV prevention and care continua. I will also introduce the extant literature 
that explores the HIV/AIDS information behaviors of this population. Next, I will discuss the 
ways in which I collected and analyzed quantitative and qualitative data to reveal a better 
understanding of the phenomena explored in this dissertation. Finally, I outline the main findings 
of this study, discuss those findings, and present the implications of the findings for practitioners 












 This review provides an overview of four topics, all introduced in the previous chapter of 
this dissertation. First, HIV/AIDS is introduced as the illness context for the information 
behaviors examined in this study. Symptoms associated with HIV infection and an overview of 
how HIV can be acquired and transmitted are covered in this chapter. The screening, diagnosis, 
and treatment options available for HIV including an overview of the HIV prevention and care 
continua are covered in this section of the review.  Next, an overview of the disproportionate 
burden of HIV infection experienced by YBGBM in the US is provided, with a focus on the 
structural and psychosocial deterrents of HIV prevention and care. Finally, a discussion of how 
information behaviors are conceptualized in this study, and the limited extant literature available 
about the HIV/AIDS information behaviors of YBGBM concludes the literature review.  
2.1 HIV/AIDS 
 HIV is a virus that attacks and weakens the body’s immune system making it more 
difficult to fight off infections and diseases. The virus weakens the immune system by destroying 
CD4 cells (a type of white blood cell), and making copies of itself inside of these cells. If HIV is 
left untreated, it becomes increasingly more difficult to fight infections, and it may progress to 
AIDS. AIDS occurs when an immune system is so badly damaged that it does not have enough 
CD4 cells (less than 200 cells per cubic millimeter of blood) to combat infections, or when a 
person living with HIV gets certain opportunistic infections such as recurrent pneumonia, 
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salmonella, or multiple forms of lymphoma. It is imperative for individuals to be screened for 
HIV infection so that they have knowledge of their HIV serostatus. Knowledge of HIV 
serostatus is an important step in the ongoing process of HIV prevention and care. 
The World Health Organization (WHO) estimates that more than 70 million people have 
been infected with HIV, and nearly 35 million people have died due to HIV worldwide since the 
beginning of the epidemic (World Health Organization, 2019). There is still no known cure for 
HIV/AIDS, but significant advancements in HIV treatments and therapies have turned HIV into 
a manageable chronic illness. More people are living longer with HIV, and there are new 
preventive medicines that significantly reduce the chances of contracting the HIV virus (e.g. 
PrEP) Despite these advancements, this preventable virus continues to have a tremendous impact 
on populations globally, and is a global pandemic that persists today. 
 To date, 1,232,346 people living in the US have received an AIDS diagnosis, and the 
CDC estimates that roughly 1.1 million people are living with HIV in the United States, and of 
those, one in seven people don’t know that they are infected (Centers for Disease Control and 
Prevention, 2018). Advancements in HIV/AIDS prevention and care strategies have created 
opportunities for lessening the effects and burden of HIV/AIDS. However, these tools remain 
underutilized by communities most affected by HIV/AIDS in the United States; specifically, 
YBGBM. 
 Given the significant numbers of individuals that are affected by HIV, the nonexistence 
of a cure, and significant number of people who are not aware they are infected – for these 
reasons alone, HIV/AIDS deserves our attention. However, there are other reasons that make it 
particularly important for us to study from the perspective of information science. As HIV 
prevention, treatment, and care tools continue to evolve, so does the information and knowledge 
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about these critical services.  There is a need to understand the information behaviors of 
individuals most affected by this ever-evolving scope of critical information. Understanding how 
YBGBM acquire and use up-to-date HIV/AIDS information to adopt (or not adopt) HIV 
protective and risk reduction behaviors will be useful for planning HIV prevention and care 
interventions, designing and delivering health promotion campaigns, developing and 
disseminating culturally tailored HIV prevention and treatment messages and informational 
materials, and informing the development of health information technologies aimed at improving 
HIV/AIDS prevention and care outcomes for YBGBM. The following sections address some of 
this basic knowledge.  
2.1.1 Transmission and Symptoms 
 An individual may acquire or transmit HIV by coming into contact with certain body 
fluids from an HIV infected person who does not have an undetectable viral load. HIV may be 
found in the following body fluids of an HIV infected person: blood (including menstrual blood), 
semen (cum), pre-seminal fluid (precum), rectal fluids, vaginal fluids, and breast milk. For HIV 
to be transmitted, these fluids must enter the bloodstream of an HIV-negative person via open 
cuts or sores, direct injection (e.g. needles or syringes), or mucous membrane inside the penis, 
vagina, rectum, or mouth. In the US, HIV is commonly spread through anal or vaginal sex 
(without using a condom or taking PrEP) and through the sharing of needles for drug injection 
(Centers for Disease Control and Prevention, 2019b). 
 There are several symptoms of HIV infection, and some symptoms may be more 
noticeable or severe depending on which stage of HIV infection a person has. A few weeks 
following initial HIV infection, an individual may present with flu-like symptoms such as fever, 
fatigue, headache, sore throat, or swollen lymph glands, muscle aches, chills, night sweats, rash, 
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or mouth ulcers. This is what is referred to as acute HIV infection. These symptoms may last 
from a few days to several weeks, but some individuals who are infected may have no symptoms 
at all during the acute HIV infection stage. During the clinical latency stage (stage 2), individuals 
living with HIV who are not taking HIV medicines may be asymptomatic for 10 to 15 years 
while the HIV virus continues to multiple in their body at low levels. This stage is also known as 
chronic HIV infection. If HIV is left undiagnosed and/or untreated, it will eventually progress to 
late stage of HIV infection which is AIDS. Symptoms of AIDS may include sores of the mouth, 
anus, vagina, or penis, memory loss, recurring fever, rapid weight loss, and discolored blotches 
on or under the skin. Due to the body’s severely damaged immune system, the severe symptoms 
experienced during this phase are often due to an opportunistic infection such as pneumonia, 
thrush, salmonella infection, or herpes simplex virus.  Since individuals with HIV infection may 
be asymptomatic, being screened for HIV infection is the only way to be sure of HIV status. If an 
individual receives an HIV-positive diagnosis, it imperative for them to begin ART as soon as 
possible with the goal of achieving viral suppression, which reduces the likelihood of HIV 
progressing to AIDS, and reducing the transmission of HIV infection to others.   
2.1.2 Screening and diagnosis  
 Screening and diagnosis for HIV infection can be a long and complicated process. The 
time at which an individual is tested for HIV is critical for determining HIV status and 
identifying potential treatment options. If an infected individual is tested for HIV soon after 
high-risk exposure to HIV infection, they may receive a negative test result because their body 
has not produced enough antibodies.3 That person will need to be tested again 3 months 
                                                          




following exposure - a period known as the HIV window period4 - to confirm their HIV status. If 
an individual seeks out HIV screening or prevention services within 72 hours following high-risk 
exposure to HIV, they may be able to take post-exposure prophylaxis (PEP)5 to prevent 
becoming infected. It is critical for YBGBM to have access to accurate HIV/AIDS information 
and HIV prevention and treatment services to minimize their risk for acquiring HIV infection 
following potential exposure.  
 Being screened for HIV is the first step in the continuous process of reducing risk for 
acquiring/transmitting HIV infection. There are three types of HIV tests available for detecting 
HIV infection: HIV antibody test, combination (antibody/antigen) tests, and nucleic acid test 
(NAT). HIV antibody tests detect antibodies for HIV in the blood or oral fluid. Because it can 
take from 3-12 weeks for the body to produce HIV antibodies, a follow-up HIV antibody test is 
needed 3 months following the initial screening. The HIV antibody test is the most common 
measure used for screening HIV infection in the United States, and are available in rapid 
screening formats that deliver results in less than 30 minutes (Centers for Disease Control and 
Prevention, 2020). Rapid HIV antibody tests, such as OraQuick ADVANCE Rapid HIV-1/2, are 
available over the counter for in-home testing and in clinical settings. Combination 
(antibody/antigen) tests detect both HIV antibodies and antigens. If an individual is HIV 
infected, they will have an antigen called p24 that is produced in the body before antibodies. 
Antigens are usually detectable within 2-6 weeks following initial exposure to HIV infection. 
                                                          
4 The period following high-risk exposure to HIV infection that it takes for the body to produce enough HIV 
antibodies to become detectable with an HIV test  
 
5 PEP (post-exposure prophylaxis) are antiretroviral medicines (ART) that may be taken within 72 hours after 
exposure to HIV to prevent becoming infected.  
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Finally, NAT are used to screen for the HIV virus in the blood (not HIV antibodies), but are 
expensive and rarely used outside of research contexts.  
As new HIV screening methods become more accessible to YBGBM, such as in-home 
HIV self-testing kits (e.g. – OraQuick In-Home HIV test, Home Access Express HIV-1 test 
system), it is necessary to know if YBGBM are aware of these options, and if so, how they apply 
this knowledge to their decision-making related to obtaining screening for HIV infection. 
Mashburn et al. (2004) reported that the strongest influence on obtaining an HIV test among 
YBGBM living in three urban U.S. geographical locations was knowledge and information about 
comfortable places to get tested.  
2.1.3 HIV Care Continuum  
 While being screened for HIV infection is a necessary protective behavior for reducing 
an individual’s risk for acquiring/transmitting HIV infection, it alone is not enough to minimize 
HIV/AIDS risk. After an individual obtains knowledge of their HIV status, there are several 
steps they must take to reduce their HIV/AIDS risk. For those who test positive for HIV 
infection, engagement in the HIV care continuum is critical following an initial diagnosis. The 
HIV care continuum (Figure 4) is a model that outlines the sequential stages people living with 
HIV go through to achieve viral suppression (very low level of HIV in the body) (Gardner, 
McLees, Steiner, del Rio, & Burman, 2011; HIV.gov, 2020). Gardner et al. 2011 defined the 
stages of the HIV care continuum as: receive a diagnosis of HIV infection, linkage to HIV care 
(visit an HIV health care provider within 30 days) following a diagnosis, retention in care 
(receive medical care for HIV infection), receive prescription for ART and take it as prescribed, 
and achieve viral suppression through ART adherence.  
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Figure 4 – HIV Care Continuum  
 
(Gardner, McLees, Steiner, del Rio, & Burman, 2011; HIV.gov, 2020) 
Research has shown that individuals who achieve viral suppression can stay healthy and 
live longer than HIV-positive individuals who are not virally suppressed (May et al., 2014; 
Teeraananchai, Kerr, Amin, Ruxrungtham, & Law, 2017). Taking ART can even make a viral 
load so low that it is undetectable through standard viral load HIV screening. PLWH who 
achieve and keep an undetectable viral load diminish the risk of HIV transmission through sex 
(oral, anal, or vaginal), syringe sharing, and from parent to child during pregnancy, birth, and 
breastfeeding (Centers for Disease Control and Prevention, 2019b). This is often referred to as 
treatment as prevention (TasP). In 2017, the CDC’s Division of HIV/AIDS Prevention declared 
“people who take ART daily as prescribed and achieve and maintain an undetectable viral load 
have effectively no risk of sexually transmitting the virus to an HIV-negative partner.” This is a 
ground-breaking development. Now, sustained viral remission of HIV is critical not only for the 
health of HIV infected individuals, but for having effectively no risk of transmitting HIV to their 




2.1.4 HIV Prevention Continuum  
 Individuals at high risk for HIV infection who learn they are not HIV infected following 
an HIV test should remain engaged in an ongoing prevention process to stay HIV negative. The 
steps that should be taken by HIV-uninfected persons following an HIV-negative test result are 
referred to as the HIV prevention continuum (McNairy & El-Sadr, 2014). Like the HIV care 
continuum, linkage to, utilization of, and retention in HIV prevention services are key steps in 
the HIV prevention continuum (Figure 5). Individuals should receive counseling that involves 
risk stratification, and the provision of tailored prevention services. HIV prevention services may 
include a combination of: receiving a prescription for and adhering to pre-exposure prophylaxis, 
obtaining repeat screening and treatment for other STIs (e.g. – chlamydia, gonorrhea, syphilis), 
using condoms correctly every time they have intercourse, and being screened for HIV regularly 
to reduce their risk. Additional tailored HIV prevention services are outlined in Figure 6 (Quinn, 
2016). Retention and engagement in the HIV prevention continuum is not only useful for helping 
high risk individuals stay negative, but to ensure early diagnosis of HIV infection if acquisition 
occurs.   
Figure 5 – HIV Prevention Continuum 
 
(McNairy & El-Sadr, 2014) 
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Figure 6 – HIV Prevention Toolbox 
 
(Quinn, 2016) 
2.1.5 Disparities along the HIV prevention and care continuum  
Despite significant advances in HIV prevention and care, YBGBM experience disparities 
along all stages of the HIV prevention and care continua (Hightow-Weidman et al., 2017; Kann 
et al., 2016; Kanny et al., 2019; Whiteside et al., 2014). YBGBM are more likely to receive a late 
diagnosis of HIV infection and have undiagnosed HIV infection (Koblin et al., 2017; 
Mannheimer et al., 2014). Delayed and infrequent HIV screening has been linked to higher rates 
of late HIV diagnosis among YBGBM; YBGBM are also more likely to be HIV-infected, yet 
unaware of their HIV status when compared to other gay and bisexual men (Centers for Disease 
Control and Prevention, 2018; Mannheimer et al., 2014; Oster et al., 2011). Undiagnosed HIV 
infection may contribute to ongoing HIV transmission, and could potentially present as a more 
advanced disease (AIDS) later (Koblin et al., 2017; Mannheimer et al., 2014). For the continua to 
be effective, engagement in each stage of the process is critical. Deficits in engagement along the 
continua may lead to lower levels of HIV care engagement and viral suppression, and higher 
levels of HIV transmission and acquisition. The Centers for Disease Control and Prevention 
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(CDC) estimate that more than half (59%) of BGBM who are living with HIV are not aware they 
are infected, and thus are not receiving HIV treatment and care, and are unaware they are 
transmitting HIV (Smith, Le, Finlayson, Oster, & DiNenno, 2010). Previously diagnosed HIV-
positive YBGBM, are less likely than gay and bisexual men of other ethnicities to be engaged 
and retained in care, on ART, and virally suppressed (Millett et al., 2012; Oster et al., 2011). 
They are also less likely to see an HIV healthcare provider within three months of receiving an 
HIV diagnosis.  
In the age of U=U and PrEP, there exist a tremendous opportunity to reduce HIV 
transmission and acquisition among YBGBM, but delayed and low adoption of these behaviors 
pose a threat to improving the HIV prevention and care outcomes of this high-risk population. 
PrEP has been proven to reduce the risk of acquiring HIV infection by over 90% among HIV-
negative individuals via sexual intercourse, and over 70% among HIV-negative individuals who 
inject drugs when it is taken daily as prescribed (Anderson et al., 2012; Choopanya et al., 2013; 
McCormack et al., 2016). The U.S. Food and Drug Administration (FDA) has approved daily 
oral Descovy® (excluding individuals at-risk from receptive vaginal intercourse6) and Truvada® 
for HIV PrEP, and the CDC has released guidelines for PrEP utilization. Despite PrEP receiving 
an ‘A’ grade from the U.S. Preventive Services Task Force (USPSTF)7, uptake has been slow 
and disproportionate among populations of gay and bisexual men (Eaton et al., 2015; Kirby & 
Thornber-Dunwell, 2014). YBGBM are significantly less likely to: be aware of PrEP, discuss 
PrEP with a healthcare provider, and to use PrEP than their White counterparts (Eaton et al., 
                                                          
6 “Descovy for PrEP is not for use in people assigned female at birth who are at risk of getting HIV-1 infection from 
vaginal sex, because its effectiveness has not been studied.” – Descovy.com  
 
7 An ‘A’ grade signifies that the USPSTF recommends the service, and that there is high certainty of substaintial 
preventive benefits for reducing HIV infection risk. 
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2015; Marcus et al., 2016; Quinn, Dickson-Gomez, Zarwell, Pearson, & Lewis, 2019). In 2017, 
Kanny et al. (2019) interviewed over 4,000 sexually active gay and bisexual men living in 23 
urban areas of the US who tested negative for HIV infection. BGBM were significant less likely 
than their White counterparts to be aware of PrEP (86% vs 95%), to have discussed PrEP with a 
healthcare provider (43% vs 58%), or to have used PrEP within the past year (26% vs 42%). 
While PrEP awareness was high among all gay and bisexual men in the sample, BGBM were 
still less likely to speak with a healthcare provider and to begin using PrEP than their White 
counterparts. In comparison to White gay and bisexual men, BGBM were significantly less 
likely to use PrEP even after speaking with a healthcare provider about PrEP (Kanny et al., 
2019). To address racial disparities in engagement along the HIV prevention and care continua, 





2.2 HIV/AIDS among young, Black gay and bisexual men in the US 
 When the first AIDS cases were reported in the US in June 1981, it marked the beginning 
of one of the most devastating health epidemics in the history of the United States. By the end of 
1987, 49,793 cases of AIDS had been reported to the CDC; 56% of the reported cases resulted in 
death (Curran et al., 1988). By the end of 2000, 774, 467 cases of AIDS had been reported, and 
of these 448,060 had died. In the early 1980s, most reported AIDS cases occurred among whites; 
however, by 1996, more cases occurred among Blacks. From 2000 onward, the HIV/AIDS 
epidemic primarily affected gay, bisexual, and other men who have sex with men and Black and 
Latino populations living in the US; BGBM emerged as the population experiencing the greatest 
burden of HIV/AIDS in the US  (Centers for Disease Control and Prevention (CDC), 2005, 
2007). 
 To date, BGBM are still more affected by HIV than any other group in the US. In 2017, 
BGBM accounted for 26% of all new HIV diagnoses, the largest number of new HIV diagnoses 
among any group in the US. Seventy-five percent of BGBM who received an HIV diagnosis 
were between the ages of 13-34; making YBGBM the most vulnerable for HIV infection in the 
US(Centers for Disease Control and Prevention, 2018). New trends in HIV infection suggests 
that HIV diagnoses vary among YBGBM of different ages. From 2011 to 2015, HIV diagnoses 
remained stable among YBGBM aged 13-24, but increased 30% among those aged 25-34 
(Centers for Disease Control and Prevention, 2018). It is not yet clear what is causing this 




2.2.1 HIV/AIDS in the South  
In the US, southern states account for an estimated 52% of new HIV diagnoses despite 
making up roughly one-third (38%) of the population (Centers for Disease Control and 
Prevention, 2019a). The mortality rate among people living with HIV in southern states is also 
disproportionately higher. Nearly half (47%) of the people diagnosed with HIV in the U.S. who 
died in 2016 lived in southern states (Centers for Disease Control and Prevention, 2019a). In the 
state of North Carolina, an estimated 15% of people living with HIV have an undiagnosed 
infection. Southern states also bear a disproportionate burden of HIV BGBM account for six out 
of every 10 new HIV diagnoses among Black Americans living in the South, and have the 
highest rates of new HIV diagnoses in southern states including the state of North Carolina 
(Centers for Disease Control and Prevention, 2019a; North Carolina Department of Health and 
Human Services, 2019). Among populations of gay and bisexual men living in the southern US, 
the number of new HIV diagnoses among BGBM is nearly twice that of White and Latino gay 
and bisexual men. Marano et al., 2018 reported that only 6% of BGBM living in 20 southern US 
jurisdictions (including the state of North Carolina) received an HIV test despite accounting for 
36% of the new HIV diagnoses in non-health care facilities. The disproportionate burden of HIV 
infection among YBGBM in the US is driven by structural and psychosocial deterrents of HIV 
prevention and care engagement. The following section provides greater detail of these 
deterrents among YBGBM in the US. 
2.2.2 Structural and psychosocial deterrents of HIV prevention and care engagement  
Examining the structural and psychosocial deterrents of HIV prevention and care 
engagement among YBGBM helps us gain a better understanding of how and why they 
experience a disproportionate burden of HIV infection in the US. Disparities in HIV infection 
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rates among YBGBM are driven by several factors. Having limited access to quality HIV 
prevention and care services, distrust of health care providers and the medical system, stigma and 
discrimination rooted in racism, homophobia, and (presumed) HIV status, financial constraints, 
and lack of awareness of HIV status put YBGBM at higher risk for HIV than gay and bisexual 
men of other ethnicities (Daniels & Wimberly, 2004; Eaton et al., 2014; Irvin et al., 2014; Levy 
et al., 2014; Mannheimer et al., 2014; Mayer et al., 2014; Ravenell, Whitaker, & Johnson, 2008; 
Washington, D’Anna, Meyer-Adams, & Malotte, 2015).YBGBM are more likely to be living 
with HIV, yet unaware of their status than gay and bisexual men of other ethnicities (Centers for 
Disease Control and Prevention (CDC), 2005; Mannheimer et al., 2014; Oster et al., 2011). 
When left undiagnosed and untreated, YBGBM are at an increased risk for transmitting HIV and 
for developing AIDS (Hall, Byers, Ling, & Espinoza, 2007). 
2.2.2.1 Structural deterrents of HIV prevention and care engagement 
Structural drivers of HIV infection among YBGBM function as deterrents and barriers to 
accessing HIV prevention, treatment, and care services. Latkin et al. (2010) describes structural 
factors as the “forces that work outside the individual and beyond the individual’s control to 
foster or impede health or health behaviors, and they often distally impact health outcomes in 
diffuse and indefinite ways”  (Latkin, Weeks, Glasman, Galletly, & Albarracin, 2010; Levy et al. 
2014). Researchers have identified financial constraints and stigma and discrimination rooted in 
racism, homophobia, (presumed) HIV status perpetuated by healthcare providers and medical 





2.2.2.1.1 Financial constraints  
Financial constraints including living in low resource neighborhoods, unemployment, 
low socioeconomic status, and health insurance status are deterrents to obtaining screening for 
HIV infection for many YBGBM (Mannheimer et al., 2014; Millett et al., 2012). HIV-positive 
BGBM living in communities with a low density of HIV services, limited access to public 
transit, and high poverty rates are less likely to be linked and retained in HIV care and virally 
suppressed in comparison to BGBM living outside of these areas (Michael G Eberhart et al., 
2015). BGBM in the US are twice as likely as gay and bisexual men of other ethnicities to report 
high rates of unemployment. YBGBM with low socioeconomic status typically live in 
neighborhoods with high rates of HIV prevalence, but low densities of HIV prevention and 
treatment services (Levy et al., 2014; Pierce, Miller, Morales, & Forney, 2007; Simon, Hu, Diaz, 
& Kerndt, 1995; Zierler et al., 2000). The inability to conveniently access HIV screening 
services in their local communities may lead some YBGBM to forgo seeking out HIV prevention 
and care services beyond their neighborhoods (Levy et al., 2014). Researchers also report that 
unemployed YBMSM are more likely to have undiagnosed HIV infection, and that 
unemployment is associated with inconsistent screening for HIV infection (Mannheimer et al., 
2014; Mayer et al., 2014).  
2.2.2.1.1.1 High cost, low benefits of accessing HIV care 
YBGBM with financial limitations may perceive accessing preventive HIV health care 
services like HIV screening to be high cost with relatively low benefits (Ravenell et al., 2008). 
Ravenell et al. (2008) conducted a study among Black American men living in low-income 
urban areas of the US to evaluate their perceived barriers to accessing healthcare. Focus group 
data revealed that younger study participants perceived healthcare to be too high cost; opting to 
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access healthcare primarily for urgent health concerns. One participant stated, “Most young 
black men don’t have the money to pay for good doctors” (Ravenell et al., 2008). The results of 
the Ravenell et al. (2008) study are consistent with reports that some YBMSM do not seek 
and/or utilize HIV preventive services due to the perceived high cost of preventative healthcare, 
until they experience potentially HIV-related symptoms after engaging in risky sexual behaviors, 
or believe that they have been exposed to HIV in some other capacity (e.g., sharing of needles) 
(Levy et al., 2014; Mimiaga et al., 2009). Under such circumstances, YBGBM typically seek 
and/or utilize HIV testing services in acute care settings such as urgent care clinics and the 
emergency room. The decision to forgo HIV testing prior to experiencing an urgent health 
concern due to financial hardship is troubling for several reasons. Some YBGBM that are living 
with HIV, yet unaware that they are infected, may only experience flu-like symptoms (fever, 
body aches, headaches, fatigue) for a short period of time, which may not be perceived as an 
urgent health concern needing attention and treatment from a healthcare provider. Some 
YBGBM living with HIV may not experience symptoms at all. YBGBM who engage in event-
driven HIV screening to mediate against the perceived high cost and low benefit of preventative 
healthcare, limit the possibility of obtaining an HIV diagnosis at an early stage of the infection, 
and may transmit HIV to others. Additionally, it reduces the likelihood of receiving a 
recommendation for HIV screening as part of a routine medical care regime from a primary care 
physician or other health care provider (Dorell et al., 2011).  
2.2.2.1.1.2 Unemployment and health insurance status 
 A review of extant literature suggests that unemployment is associated with HIV 
prevalence among BGBM (Hernández-Romieu et al., 2015; Millett et al., 2012). (Mayer et al. 
(2014) collected data on HIV screening history, HIV screening location, and reasons for 
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screening among a sample of 1,553 BGBM living in 6 US cities.  Unemployed study participants 
were more likely to have undiagnosed HIV infection, have other STIs, and engage in unprotected 
receptive anal intercourse. Mannheimer et al. (2014) found that unemployment was significantly 
associated with infrequent HIV screening among YBGBM. Poverty and low socioeconomic 
status are associated with high unemployment rates among YBGBM (Millett et al., 2012). 
BGBM in the US are twice as likely as gay and bisexual men of other ethnicities to report high 
rates of unemployment.   
 Health insurance status affected by financial constraints may impede access to primary 
healthcare among YBGBM. YBGBM who do not have access to primary health care may not 
receive recommendations for critical HIV screening and treatment sources such as HIV/AIDS 
education, HIV screening and counseling, other preventive methods available in the HIV 
prevention toolbox (Levy et al., 2014; Petroll & Mosack, 2011). Eberhart et al. (2014) examined 
differences in travel distance and health insurance status among people receiving HIV treatment 
in Philadelphia. Researchers reported that uninsured people travelled further than people with 
insurance to access care (M G Eberhart et al., 2014). This may be indicative of the 
underutilization of HIV prevention services among YBGBM; if they do not have health 
insurance, or do not have a particular type of health insurance, they may not be motivated to 
travel further distances to access HIV prevention services. Some researchers found that BGBM 
are significantly less likely than gay and bisexual men of other ethnicities to have private health 
insurance, and more likely to have public insurance, and to access health care at public clinics 
(Lelutiu-Weinberger & Golub, 2016). Since YBGBM without access to a primary care provider 
are less likely to be recommended for HIV testing or PrEP as part of a routine health care 
regime, health insurance status may impact their utilization of HIV screening services (Levy et 
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al., 2014; Petroll & Mosack, 2011). Millett et al. (2011) conducted a study to identify correlates 
of undiagnosed HIV infection among BGBM. Researchers found a positive association between 
being HIV-positive, yet unaware, and having health insurance; suggesting that other factors like 
quality of healthcare, and stigma and discrimination in healthcare settings may function as 
stronger deterrents of engagement in the HIV prevention and care continua.  
2.2.2.1.2 Intersectional Stigma and Discrimination in Societal Institutions 
Goffman (1963) defined stigma as “an attribute that links a person to an undesirable 
stereotype, leading other people to reduce the bearer from a whole and usual person to a tainted, 
discounted one” (p. 11). Individuals that are stigmatized have a “spoiled identity” that results in 
social sanctions against them which may include: experiences of discrimination and unfair 
treatment, violence, and exposure to negative attitudes (Stuber, Meyer, & Link, 2008). YBGBM 
experience multiple forms of stigma and discrimination, including racial/ethnic, sexual minority, 
and HIV-related stigma that make them vulnerable for mistreatment by and within societal 
institutions (Van Sluytman et al., 2015). These layering experiences of stigma and discrimination 
are an example of how intersectionality functions. Intersectionality is a concept that Kimberly 
Crenshaw, along with other Black women in the United States, developed to explain “how 
structures make certain identities the consequence of and vehicle for vulnerability” (Women of 
the World Festival, 2016). Intersectionality posits that social positions like race, gender, 
sexuality, and class are experienced simultaneously, and should not be analyzed independently 
(Collins, 1990; Crenshaw, 1991; Davis, 1981; Viruell-Fuentes, Miranda, & Abdulrahim, 2012).  
A growing body of public health research literature uses the term ‘intersectional stigma’ 
to characterize the overlap of multiple stigmatized identities within an individual or group, and to 
address their effects (Barry et al., 2018; Logie, James, Tharao, & Loutfy, 2011; Turan et al., 
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2019). Of interest to researchers is the effects of intersectional stigma on the behaviors, and 
individual and population health outcomes of groups with intersecting stigmatized identities. 
YBGBM experience stigma related to their race/ethnicity, sexuality, and presumed HIV status. 
Intersectional stigma functions as a deterrent to their access to and utilization of HIV prevention 
and care services by YBGBM (Arnold et al., 2014). The following subsections detail how stigma 
and discrimination perpetuated by medical and religious institutions negatively affect 
engagement along the HIV prevention and care continua among YBGBM.   
2.2.2.1.2.1 Intersectional Stigma in Healthcare Settings  
YBGBM report more experiences of stigma and discrimination in clinical settings, 
including hospitals, health care clinics, community health centers, and HIV testing clinics, than 
young gay and bisexual men of other ethnicities (Bernstein et al., 2008). Negative encounters 
within clinical settings are often internalized, and impact their utilization of healthcare services 
in the future (Malebranche et al., 2004). YBGBM are less likely than their White and Latino 
counterparts to disclose their sexual identity and sexual behaviors to healthcare providers, due to 
anticipated stigma and mistreatment they may encounter (Bernstein et al., 2008; Magnus et al., 
2010; Petroll & Mosack, 2011). YBGBM in several studies reported that experiences of racial 
discrimination impacted their level of openness with healthcare providers about their sexuality 
and same sexual behaviors due to fear of additional discrimination based on their sexual 
orientation (Irvin et al., 2014; Malebranche et al., 2004). Failing to disclose same sex sexual 
behaviors and sexual identity to a healthcare provider diminishes the likelihood that YBGBM 
will receive appropriate HIV risk assessments and recommendations for risk reduction tools such 
as PrEP (Cahill et al., 2017; Garcia et al., 2016). This points to the importance of considering 
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how the multiple stigmatized identities of YBGBM may impact their engagement and outcomes 
along the HIV prevention and care continua.  
  Gender expression among YBGBM has also been found to affect their perception of 
experiences of stigma and discrimination in healthcare settings. In a study conducted by Hussen 
et al. 2013, YBGBM that were perceived to be masculine, reported no homophobia or sexual 
minority discrimination, but high racial discrimination; while YBGBM with feminine gender 
expression reported both homophobic and racial stigmatization (Hussen et al., 2013). Perceptions 
of stigma rooted in homophobia and racism vary among YBGBM. Greater perceived racism is 
associated with risky sexual behaviors such as unprotected anal intercourse among YBGBM; 
furthermore, HIV-positive YBGBM are more likely to be infected, yet unaware in comparison to 
white HIV-positive gay and bisexual men due partly to the avoidance of HIV screening because 
of the perceived and anticipated racial stigma prevalent in healthcare settings (Peterson et al., 
2014). Among HIV-positive YBGBM, greater perceived racial and HIV-related discrimination 
was associated with being less likely to have an undetectable viral load, less likely to have a high 
CD4 count, and more likely to visit the emergency department to access HIV treatment services 
(Peterson et al., 2014).  
2.2.2.1.2.2 Stigma in Religious Institutions  
Religious institutions are some of the most influential entities within the Black 
community. Traditional Black churches share and promote messages that have a substantial role 
in setting community norms, attitudes, and positions related to various issues (Lassiter, 2015; 
Ward, 2005). Traditionally, homophobia has been perpetuated and reinforced by Black religious 
institutions through homophobic messages shared verbally by clergy leadership and mirrored 
among church members and parishioners, and through the silencing of homosexuality – 
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homosexuality is not discussed. YBGBM in several studies reported encountering homophobia 
within predominately Black religious institutions (Balaji et al., 2012; Lassiter, 2015; Quinn et al., 
2015). YBGBM who report involvement and engagement with religious institutions may 
internalize these homophobic ideals and behaviors, avoid engaging in stigmatized health 
behaviors such as being screened for HIV, and conceal their sexual identity and same sex sexual 
behaviors from their community members and healthcare providers (Glick & Golden, 2010; 
Parent et al., 2012).  
2.2.2.2 Psychosocial deterrents of HIV prevention and care engagement 
Several psychosocial factors are deterrents to the utilization of HIV prevention and care 
services among YBGBM including medical distrust, HIV/AIDS conspiracy beliefs, stigma 
within their communities, lack of peer support, and fear of knowing their HIV status. Failing to 
adopt HIV protective and risk reduction behaviors such as repeat screening for HIV infection and 
other STIs, adherence to PrEP or ART are drivers of HIV infection among this high-risk 
population. Auerbach et al. (2011) describes social drivers of HIV infection as “the core social 
processes and arrangements – reflective of social and cultural norms, values, networks…. – that 
operate around in concert with individuals’ behaviors and behaviors to influence HIV epidemics 
in particular settings” (p. S295). All the psychosocial factors identified in this section have been 
found to influence the HIV prevention and care continua outcomes among YBGBM.  
2.2.2.2.1 Medical distrust and HIV/AIDS conspiracy beliefs 
Distrust of healthcare providers and the medical system, as well as HIV/AIDS conspiracy 
beliefs, are common among communities of Black Americans in the United States. These 
community norms stem from abuses inflicted upon Black Americans by medical researchers, and 
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the use of medical research to assert the inferiority of Black Americans in the United States 
(Gamble, 1993). The Tuskegee Syphilis Study is one particularly egregious example of medical 
abuses against Black Americans that has had a lasting impact on attitudes toward medical 
institutions, healthcare providers, and HIV/AIDS.8 During the 40 years that the study was run by 
the United States Public Health Service, Black American men were routinely denied treatment 
for syphilis, and subjected to painful experimental medical procedures. Many Black Americans 
believed it be an example of systemic genocide of Black Americans perpetuated by the US 
federal government (Eaton et al., 2015; Thomas & Quinn, 1991).  
 From the onset of the HIV/AIDS epidemic in the US, the idea that HIV/AIDS is a 
manmade disease produced by the government to kill Black Americans en masse was a 
community-wide conspiracy belief (Klonoff & Landrine, 1999; Nattrass, 2013). This belief about 
HIV/AIDS among Black Americans is rooted in their distrust of medical institutions and the 
federal government, and the role that each entity has played in inflicting medical abuses against 
Black communities in the United States (Freimuth et al., 2001). Medical distrust is often assessed 
in two ways: 1) trust in medical establishments and institutions, and 2) trust in a provider’s 
ability to offer and provide culturally competent, quality care (Boulware et al., 2003; Doescher et 
al., 2000; Eaton et al., 2015; Gamble, 1993; Hall, Dugan, Zheng, & Mishra, 2001). As 
researchers continue to make significant biomedical advancements in HIV prevention and 
treatment, medical distrust and HIV/AIDS conspiracy beliefs among Black Americans continue 
                                                          
8 The Tuskegee Syphilis Study, which was run by the United States Public Health Service (USPHS) from 1932-
1972, was a study conducted among 400 poor Black sharecroppers in Macon County, Alabama, with 200 men with 
latent syphilis and 200 men without the disease who served as controls (Freimuth et al., 2001). Participants were 
falsely led to believe that they were being treated for bad blood, but instead, physicians routinely denied treatment to 
men who had syphilis, and subjected participants to painful procedures such as injections of heavy metal compounds 
(Gamble, 1993; Reverby, 2012). 
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to persist and function as a deterrent to the utilization of up-to-date HIV prevention and 
treatment tools (Brooks et al., 2018).  
Medical distrust and HIV/AIDS conspiracy beliefs are especially high among YBGBM 
(Brooks et al. 2018; Hutchinson et al., 2007; Malebranche et al., 2004). The distrust and 
suspicion of the public health system, medical institutions, and health care providers leads some 
YBGBM to avoid HIV/AIDS prevention and care services (Brooks et al., 2018; Dillon & Basu, 
2014; Eaton et al., 2015; Hutchinson et al., 2007; Wheeler, 2005). The internalization of negative 
intersectional stigmatizing and discriminating encounters in healthcare settings perpetuates 
medical distrust among YBGBM, and negatively influences their utilization of HIV and care 
services (Eaton et al., 2015; Malebranche et al., 2004. Eaton et al. (2015) reported that nearly 
half (48%) of the 544 BGBM they surveyed reported distrust of medical establishments. 
Participants in another study reported avoidance of HIV prevention and treatment services due to 
medical distrust (Dillon & Basu, 2014). Patient-provider communication is affected by the 
distrust YBGBM have towards health care providers. YBGBM that distrust health care providers 
are less likely to disclose same-sex sexual behaviors, which minimizes the likelihood that they 
will receive recommendations for HIV prevention and treatment services like HIV screening 
(Bernstein et al., 2008; Magnus et al., 2010).  
The persistence of HIV/AIDS conspiracy beliefs among Black Americans pose a 
psychosocial deterrent to the adoption of HIV protective and risk reduction behaviors among 
BGBM. Brooks et al. 2018 reported that approximately two-thirds (63%) of the 224 BGBM 
interviewed agreed with at least one HIV/AIDS conspiracy belief, and nearly half (45%) agreed 
with at least two or more HIV/AIDS conspiracy beliefs. Participants who agreed that HIV/AIDS 
was developed as a ‘bioweapon’ by the government to harm Black communities had a lower 
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intention to adopt PrEP. To address the HIV/AIDS conspiracy beliefs that persist among BGBM, 
culturally competent health care providers, HIV/AIDS information, and HIV prevention and 
treatment messages are critical. YBGBM believe that many HIV/STI prevention messages are 
ineffective because they lack cultural competency (Levy et al., 2014; Mansergh, Koblin, & 
Sullivan, 2012). Participants in several studies reported that their healthcare providers in 
traditional, clinical settings lacked cultural competency related to the sexual identities of 
YBGBM; made assumptions about their sexual orientation and failed to discuss sexual health 
with patients as a routine component of health care (Grodensky et al., 2008; Levy et al., 2014; 
Montano et al., 2008; Petroll and Mosack, 2011; Tao, Irwin, & Kassler, 2000). BGBM in one 
study expressed reluctance to obtain an HIV test in clinical health care settings citing a lack of 
understanding of Black gay culture (Ravenell et al., 2008). One participant stated, “They have no 
concept of what our culture is about, therefore, I don’t think they do a really adequate job of 
taking care of our health” (Ravenell et al., 2008, p. 1157). YBGBM desire medical providers that 
understand Black culture (preferably Black medical providers) due to negative experiences with 
healthcare providers that lacked cultural competency, and to rebuild trust within clinical settings 
(Malebranche et al., 2004). 
2.2.2.2.2 Community stigma and lack of peer support 
 Multiple sources of stigma are present not only in societal institutions in health care and 
religious settings, but also in the Black and gay communities which YBGBM participate (Arnold 
et al., 2014). Having multiple identities, both of which make them more susceptible to stigma 
and discrimination, YBGBM may feel additional stress to maintain connections to people and 
environments that share harmful anti-homosexual messages, and reduce their access to critical 
HIV prevention and treatment information and services (Balaji et al., 2012; Malebranche et al., 
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2004). Within many Black communities, negative attitudes towards homosexuality and same sex 
sexual behaviors persist (Fields et al., 2015; LaPollo, Bond, & Lauby, 2014). YBGBM who are 
members of Black communities fear social isolation, alienation, ridicule, and the threat of 
physical violence if they do not camouflage their sexual identity/orientation or same-sex sexual 
behaviors (Balaji et al., 2012; Fields et al., 2015). To camouflage their sexual identity, some 
YBGBM may avoid utilizing HIV prevention and treatment services such as screening for HIV 
and other STDs (Arnold et al., 2014; Balaji et al., 2012; Scott et al., 2014). YBGBM who report 
low levels of support from their family, partners, and peers report lower rates of HIV screening 
(Lauby et al., 2012; Schneider et al., 2012; Wohl et al., 2011).  
 YBGBM not only deal with stigma and lack of peer support within heteronormative 
Black communities, but also with racial discrimination in predominately white gay communities. 
Racial discrimination experienced by YBGBM in predominately white gay communities 
hampers their adoption of HIV/AIDS risk reduction tools (Arnold, Rebchook, & Kegeles, 2014; 
Haile et al. 2011; Han, Lauby, Bond, LaPollo, & Rutledge, 2010). Arnold et al. (2014) conducted 
semi-structured in-depth interviews with 31 BGBM, aged 18-30 about barriers that racism, 
homophobia, and HIV-related stigma pose to regular HIV testing, treatment adherence, and 
disclosure among YBGBM. One study participant described the layered stigma and 
discrimination experienced, perceived, and anticipated by YBGBM as “triply cursed” (p. 714). 
YBGBM may experience a perceived diminished status within the gay community; which 
prompts them to socialize and engage primarily with other BGBM (Haile et al., 2011). One 
participant in a study conducted by Haile et al. (2011) stated, “There’s a hierarchy in the gay 
community…we’re the lowest of the totem pole…You have to know your place” (p. 435). The 
diminished access to larger sexual and social networks of YBMSM may increase their HIV risk 
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due to the heightened connectedness of smaller networks that facilitate transmission (e.g. racial 
homophily) (Oster et al., 2013). Additionally, the prevalence of HIV within the sexual networks 
of YBGBM also increase the likelihood of them encountering a partner living with HIV (Tieu et 
al., 2015).  
2.2.2.2.3 Fear and uncertainty of HIV serostatus  
For YBGBM, the fear of learning their HIV serostatus is often a deterrent to undergoing a 
screening for HIV infection. Some report avoiding or delaying screening for HIV or other STIs 
due to concerns about the impact that testing positive may have on their life (Lauby et al., 2012). 
For example, a participant in one study avoided screening for HIV infection, because they 
worried about the cost of HIV medication and treatment (Washington et al., 2015). Another 
participant stated, “I’m afraid to get tested ‘cause I know I been doing some stuff that ain’t safe, 
and I might be [HIV] positive. I don’t know how I will handle it if I found out…I ain’t got no 
money for the medicine and going to the doctors” (Washington et al., 2015, p. 939). Other 
YBGBM fear receiving a positive diagnosis for HIV, and experiencing an additional burden of 
stigma due to their HIV status (Harawa et al., 2004; Lauby et al., 2012; Nanin et al., 2009). Fear 
of HIV serostatus is a deterrent to the adoption of HIV protective and risk reduction behaviors 
among YBGBM. 
2.2.3 Motivators of HIV prevention and care engagement  
While there is substantial body of research examining structural and psychosocial 
deterrents to engagement along the HIV prevention and care continua, specifically deterrents to 
HIV/STI screening, fewer studies explore motivators of HIV/STI screening and PrEP uptake 
among this population (Morris et al. 2016; Scott et al. 2014). Morris et al. 2016 found that most 
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YBGBM were motivated to be screened for HIV or an STI when: 1) they feared they may have 
contracted HIV or an STI, 2) free HIV/STI screening services, and 3) being screened at or near a 
school. Social support from other BGBM has been significantly associated with recent HIV 
screening and reduced risk of unrecognized HIV infection (Lauby et al., 2012; Scott et al., 2014). 
With the approval of Truvada for PrEP by the U.S. Food and Drug Administration in 2004 and 
the recent approval of Descovy for PrEP in 2019, researchers are investigating motivators of 
PrEP initiation among YBGBM. Quinn et al. 2019 found that primary motivator for initiating 
and maintaining PrEP was HIV prevention, and other non-biomedical benefits including: 
reduced sexual and HIV anxiety, positive sexual relationships with people living with HIV, 
improved engagement in medical care, and increased sexual comfort and freedom.  
2.3 Information behaviors  
Pettigrew et al. (2001) define information behavior as “the study of how people need, 
seek, give, and use information in different contexts” (Pettigrew et al., 2001, p. 44). Ingwersen 
and Jarvelin (2006) refer to information behavior as the “generation, acquisition, management, 
use and communication of information, and information seeking” (p. 259). Information behavior 
encompasses a number of different activities including information seeking, use and 
communication of information, and incidental information acquisition. The information 
behaviors explored in this dissertation include: information seeking, incidental information 
acquisition, and information use.  
 Information behaviors are a multi-faceted phenomenon that have been examined in a 
variety of health contexts. Recent literature has examined the connection between information 
seeking and information encountering by exploring health and lifestyle information seeking 
among individuals in Iceland (Palsdottir, 2010). Stanarević Katavić (2019) examined the health 
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information behaviors of individuals living with rare diseases, and how they engaged in these 
behaviors to make up for the limited knowledge and lack of adequate information provision by 
health care professionals. Researchers have shown that the effective utilization of health 
information can help individuals change their behaviors, make decisions, and enhance self-
management of health conditions and disease (Greyson & Johnson, 2015; Jones, Veinot, & 
Pressler, 2017; Jones, Wright, Wallace, & Veinot, 2017; Lambert & Loiselle, 2007). While the 
effect utilization of health information can help individuals in these ways, there are certain 
factors that may affect how they acquire this information. St. Jean (2017) explored factors which 
may motivate, demotivate, or impede information seeking and use by people with type 2 
diabetes; in this work, emphasis was placed on identifying information incognizance. 
Incognizance is defined as “an information need that one is not aware of” (St. Jean, 2017, p. 
309). This conceptualization presented by St. Jean (2017) is like Belkin’s concept of Anomalous 
States of Knowledge (ASK) (1980) and Taylor’s (1962, 1968) concept of a visceral information 
need; however, incognizance occurs before those states because an individual may not yet 
perceive that there is an inadequacy in their state of knowledge, and thus does not have a sense 
that they even have an information need. Incognizance indicates that while an individual may 
encounter relevant health information that could be useful to them, they do not recognize that 
they need the information and thus do not use. Extant literature exploring information behaviors 
in a health context has found that information and knowledge are a “precondition for [health 
behavior] change (Bandura, 2004; Bar- Ilan, Shalom, Shoham, Shoham, Baruchson-Arbib, & 
Getz, 2006; Hirvonen, Huotari, Niemela, & Korpelainen, 2012). Other researchers investigating 
information behaviors have found that exploring the channels and mediums through which health 
information is acquired, preference and trust of health information sources, and type/structure of 
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health information provide a more robust understanding of information behaviors, and may be 
useful for evaluating the persuasive impact of the information on health behavior adoption 
(Gibson & Kaplan, 2017; Given, Wilson, Albrecht, & Scott, 2016; Hirvonen, Huotari, Niemela, 
& Korpelainen, 2012; Lambert & Loiselle, 2007; Lin & Chang, 2018).  
For the purposes of this dissertation, the information behaviors of YBGBM living in the 
state of North Carolina are explored within the context of HIV/AIDS information. This study is 
the first of its kind to explore information behaviors among this population within this context. 
The way in which each of these activities are conceptualized for this dissertation are discussed in 
the subsequent subsections, along with what has been discussed in extant literature to date.  
2.3.1 Information seeking  
 Wilson’s model of information behavior (Figure 3) integrated models of information 
behavior, including Kuhlthau’s Information Search Process conceptual framework, Ellis’s Model 
of Information-Seeking Behavior, with constructs from stress-coping theory, risk-reward theory, 
and the theory of self-efficacy into a single model of information behavior, not just information 
seeking behavior (Bandura, 1977; Ellis, 1989; Folkman, 1984; Kuhlthau, 1991; Settle & Alreck, 
1989). In the model, an individual decides to satisfy an information need (modeled as a “person-
in-context”) then some “activating mechanism” leads the individual to engage in information 
seeking and acquisition behaviors. During this information seeking and acquisition process there 
are intervening variables (psychological, demographic, role-related or interpersonal, 
environmental, and information source characteristics) that vary among individuals that impact 
this process. The information-seeking behaviors performed may include passive attention, 
passive search, active search, and/or ongoing search. Following the information-seeking 
behavior, the individual moves to information processing and use.  
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In this dissertation study, I was especially interested in identifying the sources YBGBM 
utilize for information seeking and the activating mechanisms of the searching activity. Few 
empirical studies have examined or reported on the HIV/AIDS information behaviors of 
YBGBM. In the review of literature, I was unable to identify any studies that specifically 
examined the information behaviors (health or otherwise) of YBGBM through the lens of the 
theoretical frameworks and models of information behavior. The findings of the studies 
discussed in the subsection below report on the information behaviors of YBGBM without using 
the theoretical frameworks and models prevalent in the field of information science.  
2.3.1.1 HIV/AIDS information seeking  
 Voisin et al. (2013) conducted focus groups among YBGBM aged 18-24 to identify how 
they obtain HIV prevention information and barriers to adopting HIV protective behaviors. 
Surprisingly, none of the participants mentioned the Internet as a source of seeking HIV 
prevention information. Several participants reported seeking HIV prevention information from: 
1) the LGBT community, 2) immediate family members/close friends, 3) mass media, and 4) 
schools. Their preferred and most trusted source for seeking HIV prevention information was the 
LGBT community. While many of the participants preferred seeking HIV prevention 
information from their family members, due to negative attitudes towards their sexual identity, 
participants were less trusting of the information. Several of the participants reported that the 
HIV prevention information they received from their immediate family members was often 
coupled with a ‘hidden agenda’ aimed at trying to convince them to change their sexual identity. 
Participants were more trusting of the HIV prevention information they sought and obtained in 
the LGBT community, because it didn’t come with negative connotations toward their sexual 
identity/same sex sexual behaviors.  
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2.3.2 Information encountering (Incidental information acquisition) 
 Erdelez (1997) defines information encountering (IE) or incidental information 
acquisition as “a memorable experience of unexpected discovery of useful or interesting 
information” (Erdelez, 2005, p. 179). Traditionally, information behavior research has focused 
on how users actively search and seek for information. Information encountering (IE), has 
become a concept explored by researchers interested in exploring the effects of information 
saturation and the role of extensive use of technologies in the modern environment (Erdelez, 
1997; 2005; Toms, 2000; Williamson, 1998). The passive reception of information may include 
watching television advertisements or encountering ads or information on social media sites. 
Information encountering is an integral component of an individual’s information 
behavior. It can occur during intentional information seeking activities, and while browsing 
information within certain environments with no pressing information need, problem, or search 
task (Erdelez, 1997; 2004; Toms, 2000). Erdelez (2004) developed a functional conceptual 
model of information encountering that assumes an initial information-seeking task is interrupted 
or stopped due to noticing information relating to an underlying or background information need, 
problem, or interest. After incidentally encountering the information, a user stops their initial 
information seeking event to examine and capture the new information before returning to their 
original search task. What is missing from this conceptualization is the act of browsing without 
an explicit or underlying purpose.  
Technological advancements and the ever-evolving characteristics of the Internet, have 
led to the exploration of the Web as information rich environments for information encountering. 
While the Internet is used for intentional searching and information retrieval, it is also a space in 
which users can browse vast amounts of information within a short period of time (Marchionini, 
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1995). Early definitions of browsing in electronic environments were discussed and explored in 
two ways: the intended goal of the activity and the method by which the goal is achieved (Cove 
& Walsh, 1987; Thompson & Croft, 1989; Toms, 2000). Serendipitous browsing occurs when a 
user encounters relevant information or knowledge while scanning an information space without 
an explicit intention or purpose (Marchionini, 2006; Toms, 2000). This definition of browsing 
emphasizes the role of the information space or information environment in the incidental 
encountering of information. It also assumes that when a user actively browses within a 
particular information space there is an assumption that the environment has rich information or 
knowledge available to the user.  
The evolved understanding of serendipitous browsing helps to distinguish it from 
information searching. Serendipitous browsing differs from searching in that there is no 
particular question, fuzzy or clearly defined, or need that that the user is seeking to have fulfilled 
(Toms, 2000). There is however a moment in information encountering while browsing that 
satisfies some information or knowledge gap of the user. The user may not have been intending 
to fill that knowledge gap when the browsing activity began, but it is satisfied during the 
encountering of information. What is missing from current models of information encountering 
are the triggers or motivators within a user that makes them deem the information encountered as 
useful. Within the context of health information behavior, it may be less difficult to understand 
what makes the opportunistic acquisition of health information useful or advantageous to a user.  
2.3.2.1 HIV/AIDS information encountering 
 HIV/AIDS information encountering has received little attention within research 
literature. Previous literature involving HIV/AIDS information encountering has primarily 
centered on heterosexual Black American youth, youth of varying ethnicities and genders, and 
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young gay and bisexual men of various ethnicities (Dolcini et al., 2015; Jones & Biddlecom, 
2011; Meadowbrooke et al., 2014; Stevens et al., 2017; Veinot et al., 2013). The existing 
research exploring incidental HIV/AIDS information acquisition explicitly among YBGBM does 
not do so from an information behavior theoretical perspective (Kingdon et al., 2013; Young et 
al., 2014). Dolcini et al. (2015) found that Black American youth living in urban areas 
incidentally acquired sexual health information through advertisements on social networking 
sites (Facebook). Specifically, teens reported encountering ads related to HIV/STI testing and 
birth control. A small sample of teens of various ethnicities and genders in a study conducted by 
Jones & Biddlecom (2011) reported encountering sexual health (contraception, HIV/STI, sexual 
anatomy) information online during other online information searches. Teens in this study also 
reported encountering contraceptive information on the Internet in the form of pop-up and 
sidebar advertisements. As demonstrated by the findings of these studies, the results are not 
generalizable to YBGBM because they were conducted among different populations, and 
heterosexual youth report encountering more information related to pregnancy prevention as 
opposed to HIV prevention and treatment (Voisin, Bird, Shiu, & Krieger, 2013).  
There is an emerging body of research that examines the HIV/AIDS information 
encountering of YBGBM on the Internet and within online information spaces (Kingdon et al., 
2013; Young et al., 2014). The bulk of this research uses the term “information exposure” to 
refer to the phenomenon of an individual coming in contact with information which they did not 
intentionally seek out, but pay attention to (Donohew, Lorch, & Palmgreen, 1998). Information 
exposure is information encountering (Erdelez, 1997). YBGBM experience HIV/AIDS 
information encountering on the Internet. One study reports that YBGBM are more likely to 
encounter HIV prevention information and messaging on the Internet than in the form of print 
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media; YBGBM report less exposure to HIV prevention information and messaging available in 
print media posted or available in community centers or agencies, gay bars and clubs, and 
schools/education classes (Kingdon et al., 2013). YBGBM may encounter HIV/AIDS 
information on social media and social networking sites based on their online social ties; online 
social ties are the members of an individual’s online social network (e.g. – Facebook friends) 
(Young et al., 2014). Online social ties may share information about HIV/AIDS on their profiles, 
that they may incidentally encounter while browsing sites like Facebook, Instagram, and Twitter 
(Young et al., 2014). With access to multiple information spaces, YBGBM can encounter 
HIV/AIDS information through a variety of sources.  
2.3.3 Information Use 
There is a rich body of information science research which examines the concept of 
information use. Defining what constitutes information use is a prominent exploration in the field 
of information science (Dervin, Nilan, & Jacobson, 1982; Taylor, 1991; Todd, 1999). In Taylor’s 
(1991) seminal work, “Information use environments,” information use is defined as “what 
information does to or for the recipient and for his or her problem or situation” (p. 221). Todd 
(1999) states, “it is about people ‘doing something’ with information that they have sought and 
gathered themselves or provided by someone else” (p. 852). The scope of information use 
concepts is vast and diverse, but there are several conceptualizations that are dominant and 
recurring within the field of information science.  
Jarkko Kari (2010) conducted a systematic review of literature written about the topic in 
the field of information studies, and identified the seven most dominate conceptions of 
information use: information use as knowledge construction, information use as applying 
information, information use as effects of information, information use as information practices, 
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as information search, as information processing, and information use as information production. 
The conceptions of information use that are most applicable to the proposed study are applying 
information and effects of information. Table 2 provides definitions of these concepts as 
presented by Kari and defined in information science research studies. 
Table 2 – Theoretical constructs of information use  
 
Information Use Concept Definition 
Applying information  “information functions as a 
resource in some process” 
Effects of information  “change brought about by 
information” 
 
2.3.3.1 Applying information  
For some information use researchers, applying information is the final step in the 
process of information use; or rather, the instrumental use of information (Rich, 1997). In this 
understanding of information use, the term “use” may be synonymous with the application of 
information collected or encountered by an individual. Information use in this sense is the 
utilization of a resource for some purpose. Information is the resource being applied or utilized to 
satisfy some particular purpose (Kari, 2010). Information use is the application of cognitive 
knowledge or information in a particular action (Cook & Brown, 1999; Kari, 2010; Tuominen & 
Savolainen, 1997). The cognitive or conceptual utilization of information (may) leads to 
instrumental information utilization. This conceptualization of information use is aligned with 
action. In this dissertation, the instrumental application of information includes the adoption of 
HIV protective and risk reduction behaviors (e.g. screening for HIV infection and other STIs, 
treatment of HIV, PrEP use, ART use).  
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2.3.3.2 Effects of information  
For other researchers, information use is not simply its application for a particular 
purpose: it is the effects which information has on an individual or some process. Kari et al. 
(2010) defines effects of information as “changes brought about by information” (p. 50). Taylor 
(1991) conceptualized information use as the effects that information has on individuals and their 
problems or situations. Information use research often attempts to identify the effects that 
acquired information causes to an individual’s mental process of making sense of information or 
knowledge structures (Dervin, Nilan, & Jacobson 1982; Savolainen, 2008; 2009). The cognitive 
effects of information reflect information use. Examining the effects of information on the 
cognitive processes of individuals has been the focus of information use studies (Savolainen, 
2009; Todd, 1999; Zhang, Soergel, Klavans, & Oard, 2008). Decision-making is a critical form 
of information use (Choo, 1996; Dearstyne, 2007; Meadowbrooke et al., 2014; Savolainen, 
2008). The conceptualization of information use as the effects of information on individuals or 
some processes aligns with the intent of this study to examine the influence of information 
behaviors on the decision to engage in HIV protective and risk reduction behaviors among 
YBGBM.  
2.4 Conclusion 
 This review provided an overview of HIV/AIDS, the HIV prevention and treatment 
continua, the disproportionate burden of HIV infection experienced by YBGBM in the US, and 
information behaviors in the context of HIV/AIDS. It began with a discussion of HIV/AIDS, 
including how it is acquired, transmitted, screened and diagnosed. A discussion of the existing 
methods for preventing and treating HIV was presented, including an overview of the HIV 
prevention and care continua. Next, the structural and psychosocial deterrents of engagement 
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along the HIV prevention and treatment continua among YBGBM, including financial 
constraints, intersectional stigma and discrimination in societal institutions and within 
community networks, medical distrust and HIV/AIDS conspiracy beliefs, lack of peer support, 
and fear and uncertainty of HIV status was discussed.  Finally, the review ended with a 
discussion of information behaviors as conceptualized in the field of information science with an 
emphasis on HIV/AIDS information behaviors. Most of the research in HIV/AIDS information 
behaviors has focused on heterosexual young adults of various genders, non-Black gay and 
bisexual men, and PLWH. The limited body of work examining the HIV/AIDS information 
behaviors of YBGBM does so without utilizing the theoretical frameworks and models of 
information behavior. Additionally, while there is substantial literature on deterrents to the 
adoption of HIV protective and risk reduction behaviors, there is a gap in knowledge about 
motivators of adoption of these behaviors among YBGBM.  These are two gaps that will be 












CHAPTER 3: METHODOLOGY 
 
Introduction 
 This chapter discusses the overall research design and methods used to answer the 
research questions for this study. The study aims and their related research questions are 
discussed. Research procedures including study population, sample, recruitment, and study 
variables are also described. Data collection, management, and analysis plans are presented in 
detail. The chapter concludes with a discussion of how the study handled issues of validity and 
reliability.  
3.1 Research Questions 
The study was guided by two aims and seven subsequent research questions.  
Aim I. The first aim is to examine the HIV/AIDS information behaviors of YBGBM. There are 
four research questions under this aim: 
R1. Where do YBGBM seek HIV/AIDS information? 
R2. What are motivators of HIV/AIDS information seeking among YBGBM? 
R3. Where do YBGBM incidentally acquire HIV/AIDS information? 
R4. How do YBGBM use the HIV/AIDS information they acquire? 
Aim II. The second aim is to identify the factors which motivate or deter the adoption of HIV 
protective and risk reduction behaviors. 
R5. What are motivators of screening for HIV and other STIs among YBGBM? 
R6. What are deterrents of screening for HIV and other STIs among YBGBM? 
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R7. What are motivators of PrEP uptake among YBGBM? 
3.2 Ethical Consideration 
 The study was approved by the Institutional Review Board (IRB) at the University of 
North Carolina at Chapel Hill (UNC). A Certificate of Confidentiality (CoC) was obtained from 
the National Institutes of Health (NIH) to “protect the privacy of research subjects by prohibiting 
disclosure of identifiable, sensitive research information to anyone not connected to the research 
except when the subject consents or in a few other specific situations.” Informed consent was 
obtained from all study participants during both phases of the research study.  
3.3 Research Design 
 The study employed a mixed methods approach incorporating quantitative and qualitative 
methods. A sequential explanatory mixed methods design was chosen to collect quantitative then 
qualitative data in sequential phases. During the first phase of the study, quantitative data was 
collected using an online, self-administered survey from (n= 83) YBGBM living in the state of 
North Carolina. In the second phase, semi-structured interviews were conducted with 22 survey 
respondents. The data collected from the interviews provided further explanation and insight into 
survey responses, deepened the analysis of findings in the surveys, and analysis of these 
interviews also revealed findings not obtained in the survey data. Researchers typically give 
priority to quantitative data collection and analysis when employing a sequential explanatory 
design because the quantitative data collection comes first in the study sequence (Ivankova, 
Creswell, Stick, 2006).  In this study, priority was given to the qualitative data collection and 
analysis (despite it being the second phase of the research process) because the study focuses on 
explaining why YBGBM engage in HIV/AIDS information, how structural and psychosocial 
factor motivate or deter their engagement along the HIV prevention and care continua, and   
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how they apply the HIV/AIDS information they acquire. Additionally, although the first phase of 
quantitative data collection and analysis was robust, the qualitative data collection and analysis is 
more useful for describing the factors which motivate and/or deter the adoption of HIV 
protective and risk reduction behaviors, and utilization of HIV prevention, treatment, and care 
services.  
3.3.1 Community-based participatory research approach 
A community-based participatory research approach (CBPR) was used in the study. This 
approach includes involving community members not just as research participants, but also as 
partners. A youth advisory board comprised of five (5) YBGBM (aged 26-32) living in the state 
of North Carolina pre-tested and provided feedback on the survey. Individuals on the youth 
advisory board were members of my social network, or acquaintances of members of my social 
network. These individuals were recruited via word of mouth. The advisory board provided 
feedback on the: clarity and wording of questions, the length of the survey, and survey logic. 
Additionally, the advisory board reviewed the interview guide, and offered suggestions for the 
inclusion of questions of relevance to the YBGBM living in the state of North Carolina. The 
study collaborated with community partners to identify and recruit participants, and will do so to 
disseminate the findings of the research. The research findings will be disseminated via: 
community presentations at the venues of community partners, and a digital community report 
that will be sent to community partners and participants. When working with marginalized 
populations who are disproportionately affected by health disparities, the goal of using the CBPR 
was to develop culturally appropriate data collection instruments and to gain a deeper 
understanding of the community’s unique circumstances. The goal for using this approach is to 
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rekindle trust for research activities, demonstrate investment in community well-being, and 
inspire an equitable approach to research-community engagement. 
3.4 Study Sample  
The study sample was comprised of eighty-three (83) participants who met the following 
eligibility criteria: (1) self-identify as Black or African American; (2) identifying as gay, 
bisexual, same-gender loving, or a man who has had sex with other men; (3) being age 18 to 34; 
(4) reside in the state of North Carolina; (5) be able to read, write, and speak English; and (6) to 
legally provide informed consent for the study. This study excludes individuals who do not have 
the legal autonomy to provide informed consent, or for whom another adult holds guardianship, 
including incarcerated individuals, individuals with intellectual disabilities, and people with 
severe mental illness. YBGMSM aged 13-17 were excluded to make the scope of the study 
manageable by eliminating the need for obtaining parental consent and minor assent.  
In this study, the eligibility criteria for participants was informed by recent national HIV 
diagnosis statistics for BGBM as reported by the CDC’s Division of HIV/AIDS Prevention. Hess 
et al. (2017) estimate that 1 in 2 BGBM will be diagnosed with HIV infection during their 
lifetime if current HIV diagnosis rates persist. In 2016, 75% of new HIV diagnoses were among 
Black MSM aged 13-34 (CDC, 2017). HIV diagnosis trends vary among age groups within this 
range (13-34). While HIV diagnoses remained stable among YBGBM aged 13-24, they 
increased 30% among YBGBM aged 25-34 from 2011 to 2015 (CDC, 2017). The population of 
the study was composed of YBGBM living in the state of North Carolina.  
 
To determine the survey sample size, data from the American Community Survey (ACS) 
and from a study conducted by researchers at Emory University and the Centers for Disease 
53 
 
Control and Prevention (Grey et al., 2016) to estimate the number of Black MSM living in North 
Carolina. Based on 2012-2016 ACS Survey 5-year estimates, there are 2,137,131 Black 
Americans living in North Carolina. Grey et al. (2016) used data from the ACS survey to 
estimate the population sizes of MSM in the U.S. Based on their findings, there are an estimated 
103,009 MSM living in North Carolina, which is 2.9% of the population of adult men living in 
North Carolina, and 2.3% of the total population of MSM living in the United States. Based on 
these estimates, there are about 61,977 BGBM living in North Carolina, which is 2.9% of the 
Black American population of North Carolina. The confidence level was set at 80% and the 
margin of error at +/- 5% to determine that 164 respondents were needed to achieve a 
representative sample of BGBM living in the state of North Carolina. The target sample size was 
not met, and this is a limitation of the study. Limitations of the study are discussed in detail in 
section 5.2. 
The sample comprises 83 survey respondents who completed the survey between 
December 2018 and May 2019. Survey respondents resided in the following cities of North 
Carolina: Charlotte (17), Pittsboro (3), Durham (5), Fayetteville (6), Raleigh (20), Wilmington 
(2), Bladenboro (2), Laurinburg (1), Clayton (1), Lumberton (1), Reidsville (1), Maxton (1), 
High Point (1), Greensboro (3), Cary (2), Enfield (2), Chapel Hill (2), Carrboro (3), Knightdale 
(1), Burgaw (1), Hillsborough (1), Morrisville (1), Sanford (1), Wilson (2), Parkton (1), Spring 
Lake (1), and Apex (1). For the semi-structured interviews, which were conducted as a follow up 
to the survey, purposive sampling was used to select and interview 22 participants. The 
purposive sampling was based on certain criteria: HIV-positive diagnosis, PrEP use, non-use of 
PrEP. Initially, the study planned to include 15 interview participants total, the same number of 
HIV positive participants, HIV negative participants using PrEP, and HIV negative participants 
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not using PrEP, thus five (5) interviewees respectively, but 7 additional participants were 
interviewed to make up for the target survey sample size not being met.  
3.5 Recruitment Procedures 
 After approval by the IRB of UNC, recruitment of eligible participants was initiated 
using multiple methods. Participants were recruited from 12/18/2018 to 05/28/2019 through 
healthcare-based settings including HIV/STI clinics, case management organizations, a 
convenience sample from the UNC Center for AIDS Research (n= 18, 22%), social media 
websites (n=10, 12%), venue and community-based flyers (n= 2, 2%), friends or word of mouth 
(n= 17, 21%), and through a convenience sample of participants from the 
Healthmpowerment.org clinical trial (n=36, 43%) (Hightow-Weidman et. al, 2019). I 
collaborated with over twenty community partners to identify and recruit participants. Each of 
the community-based organizations, healthcare organizations, labs, and university affiliates listed 
in Table 3 advertised the study after the I received written or verbal agreement from the primary 
contact of the organization.  
 
Table 3 – Community Partners – Recruitment  
Organization Recruitment Method 
Southern AIDS Coalition Twitter (@SouthernAIDSCo) 
Western North Carolina AIDS Project • Twitter (@WNCAP) 
• Flyer at venue (Asheville) 
Capital City Black Pride Twitter (@ccblackpride)  
Power House Project • Twitter (@jdp_consulting) 
• Flyer at venue (Charlotte) 
Triad Health Project Flyer at venue (Greensboro) 
Durham County Department of Public 
Health Clinic 6 
Flyer at venue (Durham) 
Alliance of AIDS Services – Carolina Flyer at venue (Raleigh) 
Rural Health Group (HRMC) Flyer at venue (Roanoke Rapids) 
Carolina Cares Partnership Flyer at venue (Charlotte) 
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Wake Forest LGBTQ Center Flyer at venue (Asheville) 
LGBTQ Center of Durham Flyer at venue (Durham) 
Eastowne Family Physicians Flyer at venue (Charlotte) 
RAIN, Inc. Flyer at venue (Charlotte) 
Duke University Center for Multicultural 
Affairs 
Flyer at venue (Durham) 
Duke University Center for Sexual and 
Gender Diversity 
Flyer at venue (Durham) 
Lincoln Community Health Center Flyer at venue (Durham) 
Duke PrEP Clinic for HIV 
Prevention/Duke Infectious Diseases 
Clinic 
Flyer at venue (Durham) 
NC State Stalley Student Union LGBTQ 
Center 
• Flyer at venue (Raleigh) 
• Digital newsletter 
Wake County Public Health Center (HIV 
Clinic B – Sunnybrook) 
• Flyer at venue (Raleigh) 
UNC MATRIx Study • Instagram 
UNC Black Graduate and Professional 
Students 
• List-serv email 
UNC Center for AIDS Research • Data pull request 
TriPrEP work group • Flyers to members 
 
Study recruitment flyers were posted on public message boards at various venues (e.g. public 
libraries, student unions at local universities, coffee shops, gay bars, LGBTQ centers) in state of 
North Carolina, and shared on social media sites including: Twitter and Instagram. The study 
flyer was posted on my personal Twitter account (https://twitter.com/meganthreats),  and on an 
Instagram account created to advertise the study (https://www.instagram.com/stinfo_behavior/). 
The study was also advertised via group chats on the app Group Me, including: RDU Black 
Professionals, Triangle Young Professionals, UNC Black Collective, UNC Black Graduate and 
Professional Students, and UNC QTPOC. Table 4 lists the locations of the flyers posted on the 






Table 4 – Flyer Locations – Public Message Boards 
Organization 
UNC Undergraduate Library 
UNC Davis Library 
UNC Student Union 
UNC Sonja Haynes Stone Center 
UNC Sonja Haynes Stone Center Library 
Starbucks (NC-55, Durham) 
Duke University Bryan Center Union 
NCCU Student Union 
Durham County Public Library – Warren branch 
Durham County Public Library – Southwest branch 
Durham County Public Library – South regional branch 
UNC Graduate Student Center 
NC State Talley Student Union – LGBTQ Center 




3.6 Participant Compensation 
 All participants who completed the survey received a $5 Amazon eGift card, and had the 
opportunity to enter a drawing for one of two (2) Amazon eGift cards. The drawing was 
completely based on chance and each participant had equal odds of receiving a gift card. And for 
all the interviewees, one $35 Amazon eGift card was awarded. I utilized funds from the Holley 
and Carnegie Research Grants awarded by the School of Information and Library Science at the 
University of North Carolina at Chapel Hill (UNC) to compensate participants.   
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3.7 Study Instruments 
3.7.1 Survey (including eligibility screener) 
 All interested parties were screened for eligibility prior to being directed to the main 
study survey. The eligibility screener was adapted from the Center for Disease Control and 
Prevention’s National HIV Behavioral Surveillance (NHBS) Questionnaire (NHBS Round 4 
CRQ 2015-2016) (CDC, 2016). To determine eligibility, interested parties self-reported the 
following items: age, race/ethnicity, city and zip code, biological sex assigned at birth, gender 
identity, and sexual behaviors with men and/or women. Participants who did not meet the study 
criteria were unable to take the survey.  
 The survey was composed of questions replicated and adapted from previous studies 
(Meadowbrooke et al., 2014; National Cancer Institute (NCI) Health Information National 
Trends Survey (HINTS); CDC’s National Behavioral Surveillance (NHBS) Questionnaire, 
2016). The questions were categorized into sections including: 1) demographic data (CDC 
NHBS Questionnaire), 2) technology usage (NCI HINTS), (CDC NHBS Questionnaire, 2016) 3) 
HIV/AIDS information behaviors (e.g. information seeking, information encountering, and 
information use) (Meadowbrooke at al., 2014), 4) HIV/STI screening and treatment history 
(including HIV screening motivators) (CDC NHBS Questionnaire, 2016; Meadowbrooke et al., 
2014), and 5) PrEP knowledge, and PrEP use (including use motivators) (CDC NHBS 
Questionnaire, 2016).  
 The survey for the study was created and hosted using UNC’s Qualtrics online software 
administration. Participants self-administered the survey. An online survey was chosen because 
it has been proven to be useful for reaching YBGBM who may not be reachable through venue-
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based sampling methods due to privacy concerns (Coombs et al., 2014). There may have been 
YBGBM who preferred to keep their sexual identity and sexual behaviors private, and thus were 
not reachable through the mailing of (or face-to-face) paper-based surveys. Using a self-
administered survey as opposed to a researcher administered face-to-face survey might improve 
the candor of participants’ survey responses, and retain participants who may not have been 
comfortable discussing this sensitive information face-to-face. The survey consisted of 72 items, 
and the average time to complete the survey was 15.7 minutes.  The survey data collection 
instrument for the study was attached in the Appendices section. 
3.7.1.1 Study Variables  
 The constructs of interest in this study were HIV/AIDS information behaviors and 
motivators/deterrents of adoption of HIV protective and risk reduction behaviors. 
Operationalization of these variables is described in Table 5.  
Table 5 – Conceptualization of study variables  
Concept Variable Definition Data Type 
Demographic 
information 
Age, city, zip code, 











Types of information 
about HIV/AIDS, 
Source of HIV/AIDS 
information sought, 
information source 
preference, trust of 
information sources 
“The purposive seeking 
for information as a 
consequence of a need to 
satisfy some goal. In the 
course of seeking, the 
individual may interact 
with manual information 
systems (such as a 
newspaper or a library), 




systems (such as the 
World Wide Web).” 





from people without 
asking for it, learning 
unexpected things 
while: talking to other 
people, browsing the 
internet, watching 
television, reading the 
newspaper, listening 
to the radio, using 
public transportation, 
accidentally finding 
information about the 
topic while looking for 
information about 
other topics, seeing 
advertisements while: 
browsing the internet, 
using social media 








may occur in an 
information-rich 
environment (e.g. the 






Find an HIV/STI 
screening location, 
screened for HIV 
infection or other STI, 
to discuss HIV status 
with sexual partners, 
to speak with 
healthcare provider 
about HIV medicines 
(e.g. ART, PrEP), 
begin taking PrEP, 
The application of 
information acquired 
(intentionally sought or 
incidentally encountered) 
in a given process. 
Information is the 
resource or tool being 
applied or utilized to 
satisfy some particular 
purpose (Kari, 2010). In 
this study information 
use includes: the use of 
information for decision 
making (Choo, 1996; 
Savolainen, 2008) (e.g. 
adoption of HIV 





protective and risk 
reduction 
behaviors 
HIV screening, STI 
screening, use of HIV 
medicines (ART or 












a doctor or healthcare 
provider, romantic 
partner suggestion, 
feeling sick (flu-like 
symptoms), casual sex 
partner suggested, 
friend/family 

















stigma in HIV/STI 
screening locations, 
sexuality stigma in 
HIV/STI screening 
locations, lack of 
information about 




Low cost of 
prescription, 
recommendation from 
doctor or healthcare 





minimize risk for HIV 








3.7.1.1.1 HIV/AIDS information seeking 
 HIV/AIDS information seeking is the purposive seeking for HIV/AIDS information 
because of a need to satisfy some goal. In the course of seeking, the individual may interact with 
manual information systems (such as a newspaper or a library), or with computer-based systems 
(such as the World Wide Web) (Wilson, 2000). In the study, the information sources through 
which participants intentionally acquired information may be categorized as “documents, people, 
organizations, and the Internet” (Meadowbrooke et al. 2014). Variables such as types of 
information about HIV/AIDS, sources of HIV/AIDS information sought, information source 
preference, and trust of information sources were examined as they have not been studied among 
this population in previous literature. Types of HIV/AIDS information sought was measured by 
the question “What type of information about HIV/AIDS have you looked for?” Participants 
were instructed to select all applicable responses, and had the option to write in responses that 
may not have been listed as an option. Sources of HIV/AIDS information sought were measured 
by two questions, 1) “The most recent time you looked for information about HIV/AIDS, where 
did you go first?”, and 2) “In the past 2 years, where have you looked for information about 
HIV/AIDS? (choose ALL that apply).” Response options for the first question included: book, 
brochure/pamphlet, family, friend/co-worker, doctor or healthcare provider, internet, library, 
magazine, newspaper, and telephone information number, and other.” HIV/AIDS information 
source preference was measured by the question “What is your preferred source of information 
about HIV/AIDS?”. Finally, the degree of trust associated with various HIV/AIDS information 
sources was assessed by the question, “How much would you trust information about HIV/AIDS 
from each of the following?” Respondents’ options for the question were “not at all, a little, 
some, a lot.”  
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3.7.1.1.2 Sociodemographic factors 
 Variables such as age, biological sex assigned at birth, gender identity, sexual orientation, 
education level, health insurance, city, zip code, and employment. Age was reported in years and 
categorized into two groups: 18-25 and 26-34. Biological sex assigned at birth was measured as 
male, intersex/ambiguous, female, and other. Gender identity was measured as male, 
transgender, female, gender non-confirming, and other. Sexual orientation was assessed as 
homosexual, bisexual, heterosexual, other, and don’t know. Education was measured by five 
categories: less than high school graduate, high school/GED, associate degree, bachelor’s degree, 
and graduate degree. Health insurance type was assessed by no insurance, private insurance, 
Medicaid, and Veteran’s Affairs (VA) coverage. The insurance type was recoded into two 
categories: insured or uninsured. Employment status was measured by nine categories; however, 
it was recoded into four categories: employed full-time, employed part-time, full-time student, 
and unemployed. Household income was assessed by eighteen categories; however, it was 
recoded into four categories including: less than $20,000, $20,000 to $39,999, $40,000 to 
$69,999, $70,000 to $149,000. Finally, respondents self-reported their city and zip code.   
3.7.1.1.3 HIV/AIDS information encountering 
HIV/AIDS information encountering is the non-purposive acquisition of information (e.g. 
incidental information acquisition). HIV/AIDS incidental information acquisition may occur in 
an information-rich environment (e.g. the Internet, social media sites) (Erdelez, 2005). For this 
variable, frequency of HIV/AIDS information encountering was an eighteen-item scale adapted 
from a HIV/AIDS information behavior study conducted by Meadowbrooke et al., 2014 and 
developed based on a review of existing theoretical models of information encountering 
(Erdelez, 2005). Participants answered how much (“Never,” “A little,” “Some,” or “A lot”) in 
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the past 2 years they had received HIV/AIDS information in the following ways: “People give 
me HIV/AIDS information without me asking for it,” “I learn unexpected things about 
HIV/AIDS when I talk to other people,” “I learn unexpected things about HIV/AIDS when I 
watch television or read the newspaper,” “I learn unexpected things about HIV/AIDS when I 
listen to the radio or see advertisements when using public transportation,” “I accidentally find 
information about HIV/AIDS while I look for information about other topics,” “I learn 
unexpected things about HIV/AIDS while browsing the Internet,” “I accidentally find 
information about HIV/AIDS while I look for information about other topics online,” “I see 
advertisements for HIV/STI testing when using public transportation,” “I see advertisements 
about HIV/STI screening while watching television,” “I hear advertisements about HIV/STI 
screening while listening to the radio,” “I see advertisements about HIV/STI screening while 
browsing the Internet,” “I see advertisements about HIV/STI screening while using social media 
sites and dating applications,” “I see advertisements for Pre-exposure prophylaxis (PrEP, 
Truvada) while using public transportation,” “I see advertisements for Pre-exposure prophylaxis 
(PrEP, Truvada) while watching television,” I hear advertisements for Pre-exposure prophylaxis 
(PrEP, Truvada) while listening to the radio,” “I see advertisements for Pre-exposure prophylaxis 
(PrEP, Truvada) while browsing the Internet,” “I see advertisements for Pre-exposure 
prophylaxis (PrEP, Truvada) while using social media sites or dating applications.”  
3.7.1.1.4 HIV/AIDS information use 
Kari’s (2010) conceptualization of information use as the application of information 
acquired (e.g. intentionally sought or incidentally encountered) in a given process was adopted 
(e.g. instrumental information use). Information is the resource or tool being applied or utilized 
to satisfy some particular purpose. In this study information use includes: the use of information 
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for decision making (Choo, 1996; Savolainen, 2008) (e.g. adoption of HIV protective and risk 
reduction behaviors. The HIV/AIDS information use of participants was assessed by asking, “In 
which of the following ways did you use the HIV/AIDS information that you got in the past 3 
years?” The options participants were presented with included eight items related to their 
adoption of HIV protective and risk reduction behaviors. The eight items included: “find a place 
to get tested,” “got tested for HIV,” “to begin treatment for HIV,” “to discuss your HIV status 
with sexual partners,” “to speak to a healthcare provider about Pre-exposure prophylaxis (PrEP, 
Truvada),” “to begin taking Pre-exposure prophylaxis (PrEP, Truvada),” “to find a place to get 
tested for an STD (chlamydia, syphilis, gonorrhea)” and “got tested for an STD (chlamydia, 
syphilis, gonorrhea).” The answer options were dichotomous “yes” or “no.” Participants who 
self-reported taking PrEP were asked about their motivations for doing so. The options available 
included: low cost prescription, feeling sick or presenting HIV symptoms, recommendation from 
a doctor or health care provider, romantic partner suggested, PrEP advertisements, minimize risk 
for HIV infection, casual partner suggested, friend/family suggested, or other (option to self-
report additional motivators.  
3.7.1.1.5 HIV/AIDS protective and risk reduction behaviors 
 The HIV/AIDS protective and risk reduction behaviors examined in this study include: 
HIV screening, screening for other STIs, and PrEP use. Participants were asked to self-report 
their HIV screening history. HIV screening was assessed by three questions including: “Have 
you ever had an HIV test?”, “Was your most recent HIV test in the past year?”, “when did you 
have your most recent HIV test? (month and year)”, “Did you get the results of your most recent 
HIV test?” They were also asked to share their HIV status. Individuals who self-reported an 
HIV-positive diagnosis were asked the following questions: “Were you linked to care 
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immediately following your diagnosis?” and “Do you currently use antiretroviral therapy 
(ART)?” Screening for other STIs was assessed by the following questions: “Have you ever been 
tested for an STD other than HIV?”, “Please indicate each of the STDs for which you have been 
tested for,” “When did you have your most recent STD test? (month and year)” Participants who 
indicated that they had been screened for STIs in the past were also asked if they had been 
treated for STIs. Survey respondents were also asked to indicate all the places where they had 
been screened for HIV or another STI. PrEP knowledge and use was assessed by six 
dichotomous questions with “yes” and “no” answer responses. The six questions participants 
were asked included: “Before today, have you ever heard of people who do NOT have HIV 
taking PrEP, a medicine taken daily to reduce the risk of getting HIV?” “In the past year, have 
you made an appointment to discuss PrEP with a health care provider?” “In the past year, have 
you looked for financial information about the cost of PrEP?” “In the past year, have you had a 
discussion with a health care provider about taking PrEP?” “In the past year when you discussed 
taking PreP with a health care provider, did you receive the medicine or a prescription for the 
medicine?” and “In the past year, have you taken PrEP daily to reduce the risk of getting HIV?” 
3.7.1.1.6 Motivators and Deterrents of HIV/STI screening 
 While there is growing body of literature regarding the barriers and deterrents of 
HIV/STI screening among this population, there is far less examining motivators of screening for 
HIV infection and other STIs (Brooks et al., 2018; Lauby et al., 2012; Mannheimer et al., 2014; 
Millett et al., 2012). Survey respondents who self-reported that they had been screened for HIV 
or another STI in the past year were asked to indicate their motivations for being tested. 
Response options included: free HIV/STD testing, convenient HIV/STD testing location, 
recommendation from a doctor or health care provider, romantic partner suggested, HIV/STD 
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testing advertisements, feeling sick or presenting flu-like symptoms, casual sex partner 
suggested, friend/family suggested, just to know, and other.” Respondents who had not been 
screened for HIV or another STI in the past year were asked to indicate the reasons for not being 
screening. Response options included: fear of knowing HIV status, limited HIV/STD testing 
locations in neighborhood, lack of information about HIV/STD testing, financial cost of testing, 
privacy concerns, abstinent (abstaining from oral, vaginal, and anal sex since last HIV test 
results), in a monogamous relationship, racial stigma in HIV/STD testing locations, sexuality 
stigma in HIV/STD testing locations, and other.” 
Table 6 – Survey questions corresponding to research questions  
 
Research Questions Survey Questions 
R1. Where do YBGBM seek HIV/AIDS 
information? 
 
Q12 through Q18 
Q24 through Q26 
 
R2. What are sur HIV/AIDS information 
seeking among YBGBM? 
 
Q22 and Q23 
R3. Where do YBGBM incidentally acquire 
HIV/AIDS information? 
 
Q27 through Q45 
R4 How do YBGBM use the HIV/AIDS 
information they acquire? 
 
Q46 through Q57 
R5. What are motivators of screening for HIV 
and other STIs among YBGBM? 
 
Q77 
R6. What are deterrents of screening for HIV 
and other STIs among YBGBM? 
 
Q78 








3.7.2 Semi-structured interviews 
Semi-structured interviews were employed to help explain and elaborate on survey 
results, and identify other significant factors (especially HIV/AIDS information behaviors) 
which cannot be answered by the surveys alone but influence engagement along the HIV 
prevention and care continua (e.g. adoption of HIV protective and risk reduction behaviors). 
Semi-structured interviews allow the interviewer to adjust their questions based on the responses 
of interviewees, which can help the interviewer to collect more comprehensive and rich data 
from the interviewee; something that may not have occurred if more rigid, structured interviews 
were conducted. The benefit of this method is that interviewers can have subjects elaborate on 
their response or clarify something that is unclear; creating new questions to reveal new data 
(Wildemuth, 2017). In the second phase of the study, 22 semi-structured interviews were 
conducted among survey respondents. This method is useful for eliciting the attitudes, actions 
and experiences of participants by allowing them to respond in their own terms to open-ended 
questions. 
The interview guide was modified after completing the quantitative analysis of the survey 
data and consulting with a youth advisory board. The questions were tailored to the purposive 
sampling demographics of those who participated in the interviews, including: participants with 
an HIV-positive diagnosis (9), PrEP users (7), non-users of PrEP (6). The study was interested in 
examining and comparing the HIV/AIDS information behaviors and engagement along the HIV 
prevention and care continua among these three sub-demographics of participants. The interview 
guide was composed of questions elaborating on the journey of engagement (or lack thereof) 
along the HIV prevention and care continua, examining how and why participants engage in 
HIV/AIDS information behaviors, and additional questions that the youth advisory board 
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suggested being added to better reflect the unique circumstances of YBGBM living in the state 
of North Carolina. The additional questions that the young advisory board requested be added to 
the interview guide include: “What are your existing HIV/AIDS information needs”, “How are 
your HIV/AIDS information needs currently being unmet by your health care provider?” and for 
HIV-positive participants, “What HIV/AIDS information did you wish you had prior to receiving 
an HIV positive diagnosis?” The research questions and corresponding interview questions are 
listed in the table below.  
Table 7 – Interview questions corresponding to research questions  
Research Questions Interview Questions 
R1. Where do YBGBM seek HIV/AIDS 
information?  
 
Q1a-c through Q5 
 
R2. What are motivators of HIV/AIDS 
information seeking among YBGBM? (Why 
do you seek?) 
 
Q2a-b 
R3. Where do YBGBM incidentally acquire 
HIV/AIDS information? 
 
Q6 through Q7a-b 
R4. How do YBGBM use the HIV/AIDS 
information they acquire? 
 
Q8 through Q9 
R5. What are motivators of screening for HIV 
and other STIs among YBGBM? 
 
Q10 through Q12 
R6. What are deterrents of screening for HIV 
and other STIs among YBGBM? 
 
Q10 through Q12 













3.8 Data analysis design 
The study employed sequential data analysis; the quantitative dataset was analyzed first, 
and the results from the quantitative analysis informed the development of the qualitative data 
collection instrument. The results from the quantitative and qualitative analysis were triangulated 
to interpret the final outcomes of the study. The qualitative data analysis helped to elaborate on 
findings from the quantitative phase of analysis, and provided insight into factors which were 
unexplored in the survey data collection. The use of both surveys and interviews within the study 
allowed for comparison, and to check for consistency in findings (Ivankova, Creswell, Stick, 
2006). 
3.8.1 Quantitative data analysis 
 To answer research questions one (1) through seven (7), the study employed descriptive 
statistics. Descriptive statistics were used to characterize the sample in terms of 
sociodemographics, HIV/STI screening and treatment history, PrEP knowledge and use, 
HIV/AIDS information behaviors, motivators/deterrents of HIV/STI screening, and PrEP use 
motivators. The findings from the survey are reported in section 4.2  
3.8.2 Qualitative data analysis  
 The study analyzed text data based on transcripts of recorded interviews. I transcribed 
interview content verbatim. Text data was analyzed inductively using coding approaches 
prevalent in grounded theory, including line-by-line, focused, and axial coding (Charmaz, 2006; 
Corbin & Strauss, 2008; Zhang & Wildemuth, 2017). Line-by-line coding is a grounded theory 
approach which involves naming each line of textual data (Glaser, 1978; Charmaz, 2006). This 
strategy prompts the researcher to carefully review text and reduces the likelihood of forcing 
preconceived notions on to the data. Assigning initial codes using this strategy is intended to help 
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the researcher see processes, separate data into categories, and ask questions about the data 
(Charmaz, 2006). Some of the codes used were in vivo, to keep the study participant’s own 
language at the forefront of my mind. In vivo codes are also helpful for preserving “participants’ 
meanings of their views and actions” (Charmaz, 2006, p. 55). Initial codes were attached to those 
lines of data, and then those codes were organized into categories. Following line-by-line coding, 
focused coding of the text data was conducted. Focused coding involves selecting the most 
significant initial codes to begin synthesizing and explaining larger chunks of data.  Codes within 
a single interview were compared to find similarities and differences, and codes were also 
compared across data sources. This is known as the constant comparative method (Charmaz, 
2006). The constant comparative method was especially useful for discovering concepts that 
emerged from the data, and for the development of categories and subcategories. Finally, axial 
coding was conducted as the final step in the data analysis process. Axial coding involves the 
specification of the relationship between categories and subcategories, and the properties and 
dimensions of each category (Charmaz, 2006; Strauss and Corbin, 1990). Using axial coding, I: 
(1) looked for relationships between the categories and subcategories; (2) specified the properties 
and dimensions of the categories (define); and (3) linked the categories at the level of their 
dimension. The interview transcript data was reviewed again with the new dimensions, 
categories, and sensitizing concepts in mind. The primary themes which emerged from this final 
analysis were defined and described. The results of this robust qualitative analysis are presented 




3.9 Issues of Validity and Reliability  
Evaluating the validity and reliability of inferences drawn from a mixed methods study 
can be difficult due to the complexity of implementing two different types of data collection and 
analysis procedures for answering the same research questions. Onwuegbuzie and Johnson 
(2006) describe this as the “problem of legitimation”, which refers to “the difficulty in obtaining 
findings and/or making inferences that are credible, trustworthy, dependable, transferable, and/or 
confirmable” (p. 52). To address this problem, Tashakkori and Teddlie (2008) developed an 
integrative model of inference quality that contain two broad categories for evaluating the quality 
of inferences in mixed methods studies: design quality and interpretive rigor. Design quality 
refers to “the degree to which the investigators have utilized the most appropriate procedures for 
answering the research question(s), and implemented them effectively” (p. 16). Interpretive rigor 
is “the degree to which credible interpretations have been made on the basis of obtained results” 
(p. 17). 
There are various measures the study has taken to ensure the quality of the study design. 
First, I carefully selected the method of study based on its ability and fit for answering the 
proposed researcher questions. The data collection procedures are complementary and are both 
necessary for describing and analyzing the phenomenon of interest. The sampling strategies were 
chosen based on the extant literature which address the effectiveness of using such strategies to 
recruit and retain participants from the target population. The use of a sequential explanatory 
design was also employed to ensure that participants would be able to elaborate on quantitative 
results, and explain their process of seeking, incidentally acquiring, and using HIV/AIDS 
information to make decisions about engaging in HIV protective and risk reduction behaviors. 
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Content validity of the survey is present because it is composed primarily of questions 
which were verified in previous studies published in peer-reviewed journals (Hogan & Palmer, 
2005; Meadowbrooke et al. 2014). The questions assessing technology usage, health information 
seeking, and engagement along the HIV prevention and care continua via the adoption of HIV 
protective and risk reduction behaviors were based on the National Cancer Institute’s Health 
Information National Trends Survey, and the National HIV Behavioral Surveillance 
questionnaire by the Centers for Disease Control and Prevention. 
To ensure the interpretive rigor of the proposed study, a mixed methods design was used 
to strengthen the weaknesses of using either the quantitative or qualitative data collection method 
on its own. Using both data collection methods can be complementary by improving the 
shortcomings of each method. Additionally, the use of the constant comparative method during 
the data analysis phase of the study aimed to increase the interpretive rigor of the study. To 
further ensure reliability and validity, the survey instrument and interview guide were pilot tested 
by a small sample of YBGBM living in the state of North Carolina.  
3.9.1 Member checking  
Member checking was used as a strategy to ensure credibility in the study. Member 
checking involves discussing emerging codes, categories, and themes with participants. To 
conduct member checking, I created a one-page bulleted list of notes from each semi-structured, 
in-depth interview, and sent the notes to participants within two weeks after the interview. 
Participants were asked to verify that their ideas and feelings from the interview were correctly 
noted, and if they believed any data was misinterpreted or misrepresented, to schedule a follow 
up interview for clarification. All participants who reviewed the notes from their interview 
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believed that the emerging themes from the analysis; as well as, their ideas, experiences, and 
feelings had been correctly captured.  
3.9.2 Peer debriefing  
Peer debriefing was another strategy used to ensure the credibility and rigor of the 
research process. My advisor, faculty mentors in the fields of information science and health 
behavior, and other doctoral students’ familiar with HIV protective and risk reduction behaviors 
and/or information behaviors served as peers. I consulted peers throughout the research process 
to discuss the emerging themes; additionally, this process of peer debriefing was useful for 
controlling against my potential biases. 
3.9.3 Research positionality  
I had many experiences that were relevant to the study, and had the potential to influence 
the interpretation of data. Prior to beginning their doctoral studies, I worked as a medical 
librarian at a consumer health library that specialized in providing HIV/AIDS information to 
people living with HIV, and those at high risk. I worked as a certified HIV tester and counselor 
in the city of Philadelphia for two (2) years, facilitated HIV/AIDS education programs for youth 
under the age of 30 and women living with HIV (Youth TEACH, Women’s TEACH) centered 
on finding and accessing high-quality HIV/AIDS information, and worked as a certified 
HIV/AIDS Educator for the Philadelphia Department of Public Health. I was mindful of these 
preconceptions during analysis of interview data, especially during the coding process, and used 
memoing and member checking to center the data/voice of the participants. Additionally, the use 





 This chapter presented the mixed methods, sequential explanatory design employed in 
this study. The chapter addressed the research questions and the community-based participatory 
research design of the study. The ethical issues associated with protecting the confidentiality of 
study participants was discussed. The data collection and analysis strategies were presented (e.g. 
online, self-administered survey and semi-structured interviews). Finally, the steps taken to 








CHAPTER 4: RESULTS  
 
Introduction 
 This chapter presents the results of the surveys and the semi-structured interviews. The 
surveys were conducted from December 2018 to May 2019. The semi-structured interviews were 
conducted from May 2019 to June 2019 following the completion of the survey data analysis. 
The chapter reports findings that answer the research questions of the study. The survey results 
present the HIV/AIDS information behaviors of YBGBM living in the state of North Carolina, 
and the motivators and deterrents of the adoption of HIV protective and risk reduction behaviors 
among YBGBM in the study. The interview results present a more robust picture of the 
HIV/AIDS information behaviors of YBGBM, and how those behaviors occur and shift during 
their engagement along the HIV prevention and care continua, and as they make decisions 
related to the adoption of HIV protective and risk reduction behaviors. The interview sample 
consisted of 22 survey respondents including: individuals with an HIV-positive diagnosis (9), 
PrEP users (7), and non-users of PrEP (6). 
 
4.1 Sociodemographic data  
The demographics of the sample (N=83) are described in Table 8. The average survey 
respondent’s age was 29.2 years old (SD = 3.5, Range 19-34). The sample consisted 
disproportionately of men aged 26-34 (84.3%), and primarily of young, Black men who identify 
as gay (80.73%). More than half of the survey respondents (55.42%) had less than a bachelor’s 
degree, and were employed either part-time or full-time (74.7%). Most respondents had health 
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insurance (67.5%) with the bulk of those insured having private health insurance (47%) and 
Medicaid (15.6%); 32.5% of respondents were uninsured. About one-third (34%) of survey 
respondents reported that their annual household income was less than $20,000, and 36% had an 
annual household income between $20,000 and $39,000. The bulk of respondents reside in urban 
counties (64%), 21.6% reside in rural counties, and 14.4% reside in regional cities and suburban 
counties.9 HIV-status was also asked (participants self-reported their status). Forty-three-point 
four percent (n= 36) of respondents reported being HIV negative, 41% reported being HIV-
positive (n=34), and 15.6% were unsure of their HIV-status (n=13).  
4.1.1 Technology usage  
Questions from the NCI HINTS were used to investigate the technology usage of study 
participants. Survey respondents were asked to identify: the medium through which they connect 
to the Internet (e.g. a wireless network, a cellular network, broadband, dial-up telephone line), 
the devices they use to access the internet (e.g. desktop computer, laptop computer, mobile 
phone, gaming device), and the frequency at which they use the devices to access the Internet 
measured as “daily, sometimes, and never” was also assessed. Most participants connect to the 
Internet through a wireless network (47.86%) or a cellular network (37.86%). Among 
participants who reported accessing the Internet using a desktop computer (70%), most them 
used a desktop computer at work (73.22%), at home (62.07%), or a library (53.45%) most often 
(daily and sometimes). Among participants who connected to the Internet through a laptop 
computer (82.5%), participants most often used a laptop at home (98.44%), at work (70%), or at 
a college/university (61.37%). Participants who reported access the Internet using a mobile 
                                                          
9 Classifications of rural, urban, and regional city and suburban counties based on data from the NC Rural Center 
and U.S. Census data. https://www.ncruralcenter.org/about-us/ 
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phone or gaming device (95%), reported they used their mobile phone daily to access the internet 
(100%) and 63.24% used a gaming device (e.g. PlayStation, X Box, or Nintendo) to connect to 
the Internet.  
4.2 HIV/STI screening and treatment, PrEP use history  
Most respondents had been screened for HIV at least once during the lifetime (93%), 
while 7% had never been screened for HIV at the time they completed the survey. Among 
respondents who have been screened for HIV, 70% had been screened in the past year. The top 
three locations to be screened for HIV were a: 1) public health clinic or community center, 2) 
HIV counseling and testing site, and 3) private doctor’s office. Respondents were asked to give 
the most recent date of their HIV screening results (reported as month and year), and asked if 
they had received the results of their most recent HIV screening. Eleven percent of respondents 
had not received the results of their most recent HIV screening. Among respondents who 
received a positive diagnosis for HIV infection (41%), 97% reported they were linked to care 
immediately following their diagnosis. The majority of HIV-positive participants (70.5%) 
reported that currently using ART. The discrepancy between (97%) HIV-positive participants 
who reported being linked to care immediately following their diagnosis and (70.5%) who 
reported using ART at the time they completed the survey could be that some participants may 
had stopped taking ART, or despite being linked to care never started taking ART.  
Ninety-three percent of respondents had been screened for an STI other than HIV (e.g. 
chlamydia, syphilis, gonorrhea). All respondents who had been screened for STIs were screened 
for chlamydia, syphilis, and gonorrhea. Sixty-three percent of respondents who had been 
screened for STIs were screened in the past year. The top three locations to be screen for STIs 
were a: 1) public health clinic or community center, 2) private doctor’s office, and 3) HIV 
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counseling or testing site. More than half of the respondents (55%) who reported being screened 
for an STI had also been treated for an STI. Only 24% of participants reported using PrEP in the 
past year, while the majority (68%) had not taken PrEP (daily use of HIV medicine to reduce risk 
of getting HIV). The self-reported HIV protective and risk reduction behaviors of respondents 
are described in Table 8.  
Table 8 – Descriptive characteristics of the survey sample  
 
Sample characteristics Total sample (N=83) 
Sociodemographic factors 
 






































Education, n (%) 

























Health insurance, n (%) 
Private health insurance 
Medicaid  







Geographic area, n (%) 
Urban 







Annual household income, n (%) 
Less than $20,000 
$20,000 to $39,000 
$40,000 to $69,000 








HIV/STI screening and treatment, PrEP use history 
 
HIV-status (self-report), n (%) 
HIV-negative 
HIV positive  


















































Linked to care immediately following 







Currently using anti-retroviral therapy 
(ART), n (%) 
Yes 
No 







Pre-exposure prophylaxis (PrEP) use in 
past year, n (%) 
Yes 
No 







4.3 Findings from Survey 
4.3.1 Aim I. HIV/AIDS information behaviors of YBGBM 
The first aim of this study is to examine the HIV/AIDS information behaviors of YBGBM. There 
are four related research questions under this aim: 
1) Where do YBGBM seek HIV/AIDS information?  
2) What are motivators of HIV/AIDS information seeking among YBGBM?  
3) Where do YBGBM incidentally acquire HIV/AIDS information?  
4) How do YBGBM use the HIV/AIDS information they acquire?  
The answers to these research questions are presented in the subsequent sections. The descriptive 
statistical findings for each research question under this arm includes: measures of frequency, 
central tendency, dispersion/variation, and position. 
4.3.1.1 Research Question 1 
 HIV/AIDS information seeking behavior of YBGBM was examined in this study. To 
assess this behavior, the survey asked respondents about the 1) the types of HIV/AIDS 
information sought, 2) sources of HIV/AIDS information sought, 3) HIV/AIDS information 
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source preference, and 5) respondents were asked to evaluate their trust of HIV/AIDS 
information sources. Types of HIV/AIDS information sought was measured by the question 
“What type of information about HIV/AIDS have you looked for?” Participants were instructed 
to select all applicable responses, and had the option to write in responses that may not have been 
listed as an option. Sources of HIV/AIDS information sought were measured by five questions, 
1) “The most recent time you looked for information about HIV/AIDS, where did you go first?”, 
2) “In the past 2 years, where have you looked for information about HIV/AIDS? (choose ALL 
that apply)”, 3) “In the past 2 years, have you used the Internet to look for information about 
HIV/AIDS?”, 4) “The most recent time you looked for information about HIV/AIDS on the 
Internet, where did you go first?”, and 5) “In the past 2 years, which sources have you used to 
look for information about HIV/AIDS? (choose ALL that apply).” Response options for the first 
two questions included: book, brochure/pamphlet, family, friend/co-worker, doctor or healthcare 
provider, internet, library, magazine, newspaper, and telephone information number, and other.” 
For the fourth and fifth question, response options included: search engine (e.g., Google, Bing, 
Yahoo), consumer health information website (e.g., WebMD, MedicineNet, Mayo Clinic), 
government health information website (e.g., CDC, MedlinePlus, AIDSinfo), social media site 
(e.g., Facebook, Twitter, Instagram), community organization website, and other (with a text 
entry box). HIV/AIDS information source preference was measured by the question “What is 
your preferred source of information about HIV/AIDS?”. Finally, the degree of trust associated 
with various HIV/AIDS information sources was assessed by the question, how much would you 
trust information about HIV/AIDS from each of the following?” Respondents options for the 




4.3.1.1.1 Sources of intentionally sought HIV/AIDS information  
 One hundred percent of respondents reported seeking information about HIV/AIDS from 
any source. Figure 7 shows the first source that participants went to for information about 
HIV/AIDS, for the most recent time that they sought information. The Internet (e.g. the medium 
used to access resources on the web) was the most common choice, reported by 83.12% of 
participants. The second choice was a doctor or health care provider (10.39%). Participants were 
then asked where they’ve looked for HIV/AIDS information in the past 2 years. Figure 8 shows 
all the sources of intentionally sought HIV/AIDS information. Once again, the top choice was 
the Internet (38.46%, e.g. search engine, government health websites, consumer health websites, 
etc.), followed by a doctor or health care provider (24.26%). Participants also sought HIV/AIDS 
information from newspapers, magazines, libraries, friends/co-workers, family, community 
organizations, brochures/pamphlets, books, and other resources. Figure 8 shows the various 
places participants sought HIV/AIDS information. When participants were asked additional 
questions about online HIV/AIDS information seeking, 91.5% of participants reported using the 
internet to seek HIV/AIDS information in the past two years. Figure 9 shows that 45.86% of 
participants sought online HIV/AIDS information from a search engine, 23.31% from a 
consumer health information website, and 18.05% via a government health information website. 






Figure 7 – First source for HIV/AIDS information, the most recent time it was sought  
 
 
Figure 8 – Sources of intentionally sought HIV/AIDS information, in the past two years 





Figure 9 – Online sources of intentionally sought HIV/AIDS information  
 
 
4.3.1.1.2 Types of HIV/AIDS information sought 
 Participants sought a broad range of information regarding HIV/AIDS, including HIV 
screening, symptoms, transmission, prevention, treatment, and statistics. Twenty-eight-point fifty 
seven percent (28.57%) of participants reported looking for information about PrEP/Truvada the 
most recent time they sought HIV/AIDS information. The second top most sought HIV/AIDS 
information was information about HIV symptoms (16.88%). Figures 10 and 11 show the first 
type of HIV/AIDS information sought, the most recent time participants looked for HIV/AIDS 














4.3.1.1.3 HIV/AIDS information source preferences and trust 
 The survey explored respondents’ assessment of HIV/AIDS information sources along 
two lines. One question asked, “What is your preferred source for information about 
HIV/AIDS?” and provided several response options and a space to type in other sources not 
listed. As shown in Figure 12, more than 50% of participants preferred to acquire HIV/AIDS 
information from a doctor or health care provider, and the internet was the next most preferred 
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source at 36.36% The second question asked, “In general, how much would you trust 
information about HIV/AIDS from each of the following” and participants responded by rating 
each source “not at all, a little, some, a lot.” The HIV/AIDS information sources participants 
were asked to evaluate included: a doctor, family/friend/co-worker, internet, library, newspaper 
or magazine. The degree of trust varied across HIV/AIDS information sources. The most trusted 
source was a doctor, with 96.11% of participants reporting that they trust a doctor “some” or “a 
lot.” The second most trusted source of HIV/AIDS information was the internet with 87.01% of 
participants reporting they trust the internet “some” or “a lot. Finally, as shown in Figure 13, the 
third most trusted source for HIV/AIDS information were libraries, with 72.36% of participants 
reporting that they trust libraries “some” or “a lot.”  
 










4.3.1.2 Research Question 2 
 The second research question explored under Aim I. is: what are the motivators of 
seeking HIV/AIDS information among YBGBM? To answer this question, participants were 
asked: “the most recent time you looked for information about HIV/AIDS, what motivated your 
search?” Response options to the question included: just curious, need to know information for 
the future, experiencing HIV/STD-like symptoms, class assignment, conversation with friend, 
family member, sexual or romantic partner, saw an advertisement, content on social media or 
social networking site, and other (with the option to type in text). Figure 14 shows the motives 
for why participants sought HIV/AIDS information, for the most recent time they sought 
information. Need to know information for the future was the most common choice, reported by 
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32.89% of participants. The second choice was just curious (27.63%), followed by experiencing 
HIV/STI-like symptoms (17.11%). 
 
Figure 14 – HIV/AIDS information search motivator, the most recent time it was sought  
 
 
4.3.1.3 Research Question 3 
 To assess where participants incidentally acquire HIV/AIDS information, they answered 
how much (“Never”, “a little”, “some”, “a lot”) in the past 2 years they had received HIV/AIDS 
information  (e.g. symptoms, prevention, treatment) in the following ways: “people give me 
HIV/AIDS information without me asking for it”, “I learn unexpected things about HIV/AIDS 
when I talk to other people”, “I learn unexpected things about HIV/AIDS when I watch 
television or read the newspaper”, “I learn unexpected things about HIV/AIDS when I listen to 
the radio or see advertisements when using public transportation”, “I accidentally find 
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information about HIV/AIDS while I look for information about other topics”, “I learn 
unexpected things about HIV/AIDS while browsing the Internet”, “I accidentally find 
information about HIV/AIDS while I look for information about other topics online.” They were 
also asked how much in the past 2 years they had received HIV/AIDS information specifically 
about screening for HIV and other STIs in the following ways: “I see advertisements for HIV or 
STD testing when using public transportation”, “I see advertisements about HIV or STD testing 
while watching television”, “I hear advertisements about HIV or STD testing while listening to 
the radio”, “I see advertisements about HIV or STD testing while browsing the Internet”, “I see 
advertisements about HIV or STD testing while using social media sites or dating applications.” 
Finally, participants were asked how much in the past 2 years they had received HIV/AIDS 
information specifically about PrEP in the following ways: “I see advertisements for Pre-
exposure prophylaxis (PrEP, Truvada) while using public transportation”, “I see advertisements 
for Pre-Exposure prophylaxis (PrEP, Truvada) while watching television”, “I hear 
advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while listening to the radio.”  
As shown in Figure 15-17, participants primarily incidentally acquired HIV/AIDS 
information some or a lot while looking for information on other topics (39.75%), while talking 





Figure 15 – HIV/AIDS Information Encountering (I accidentally find information about 






Figure 16 – HIV/AIDS Information Encountering (I learn unexpected things about 




Figure 17 – HIV/AIDS Incidental Encountering (I learn unexpected things about 





Figures 18-20 shows that respondents primarily incidentally acquired HIV/AIDS information 
specifically about HIV and STI screening some or a lot via advertisements on social media sites 
or dating applications (65.39%), advertisements on television (53.84%), and advertisements 
encountered while browsing the Internet (48.72%). Most participants who incidentally acquired 
HIV/STI screening information while using social media sites or dating applications did so via 
the dating application Jack’d (25.53%) or Facebook (21.81%).  
 
Figure 18 – HIV/AIDS information encountering – HIV/STI screening (I see 






Figure 19 – HIV/AIDS information encountering – HIV/STI screening (I learn unexpected 






Figure 20 – HIV/AIDS information encountering – HIV/STI screening (I see 
advertisements about HIV or STD testing while browsing the Internet) 
 
 
Finally, Figures 21-23 show the top 3 ways in which respondents incidentally acquired 
HIV/AIDS information related to PrEP. Respondents primarily incidentally acquired this 
information through advertisements on social media sites and dating applications (64.11%), 
advertisements on television (60.25%), and advertisements encountered while browsing the 
internet (58.98%). Jack’d (24.72%), Grindr (20.79%), and Facebook (20.22%) were the top 
social media sites and dating applications where respondents reported incidentally acquiring 
HIV/AIDS information related to PrEP.  
Figure 21 – HIV/AIDS information encountering – PrEP (I see advertisements for Pre-






Figure 22 – HIV/AIDS information encountering – PrEP (I see advertisements for Pre-
exposure prophylaxis (PrEP, Truvada) while watching television 
 
 
Figure 23 – HIV/AIDS information encountering – PrEP (I see advertisements for Pre-




4.3.1.4 Research Question 4 
 The final research question under Aim I. is: how do YBGBM use the HIV/AIDS 
information they acquire? This question aims to explore the connection between HIV/AIDS 
information and the adoption of HIV protective and risk reduction behavior. This dissertation 
argues that the instrumental application of HIV/AIDS information is a form of information use. 
An example of the instrumental application of HIV/AIDS information is being screened for HIV 
infection; which is also an HIV protective and risk reduction behavior. The HIV/AIDS 
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information use of participants was assessed by asking, “In which of the following ways did you 
use the HIV/AIDS information that you got in the past 3 years?” The options participants were 
presented with included eight items related to their adoption of HIV protective and risk reduction 
behaviors. The eight items included: “find a place to get tested,” “got tested for HIV,” “to begin 
treatment for HIV,” “to discuss your HIV status with sexual partners,” “to speak to a healthcare 
provider about Pre-exposure prophylaxis (PrEP, Truvada),” “to begin taking Pre-exposure 
prophylaxis (PrEP, Truvada),” “to find a place to get tested for an STD (chlamydia, syphilis, 
gonorrhea)” and “got tested for an STD (chlamydia, syphilis, gonorrhea).” Respondents reported 
using the HIV/AIDS information they acquired in the following ways: 66.7% to find an HIV 
screening location, 70.51% to be screened for HIV, to speak with a healthcare provider about 
PrEP (60.26%), to find an STI screening location (66.7%), and 79.49% to be screened for an 
STI. Additionally, while 58.97% of participants used the information they acquired to discuss 
HIV status with sexual partners, 41.03% did not.  
 
4.3.2 Aim II. Motivators and deterrents of HIV protective and risk reduction behavior adoption 
 The second aim of this study is to identify the factors which motivate or deter the 
adoption of HIV protective and risk reduction behaviors. There are three related research 
questions under this aim: 
5) What are motivators of screening for HIV and other STIs among YBGBM?  
6) What are deterrents of screening for HIV and other STIs among YBGBM?  
7) What are motivators of PrEP uptake among YBGBM?  




4.3.2.1 Research Question 5 
 Research question 5 assessed the motivators of screening for HIV and other STIs among 
YBGBM. Respondents who had been screened for HIV or another STI in the past year were 
asked to identify all the motives for being screened. The survey question stated, “if you have 
been tested for HIV or an STD in the past year, what were your motivations for being tested?” 
Survey question response options included: free HIV/STD testing, convenient HIV/STD testing 
location, recommendation from a doctor or health care provider, romantic partner suggested, 
information encountered about HIV/STD testing (advertisements), feeling sick or presenting flu-
like symptoms, casual sexual partner suggested, friend/family suggested, just to know, and other 
(participants could type in any additional motivators for being screened for HIV). As shown in 
Figure 24, the top two motivations for obtaining HIV/STI screening include: just to know HIV-
status (25.74%) and free HIV/STD testing (20.59%). Other motivations for being screened for 
HIV or another STI were as follows:18.38% had a romantic or casual sexual partner suggest they 
be screened, 10.29% of all respondents who were screened for HIV or another STI in the past 
year reported a convenient testing location, 10.29% a recommendation from a doctor or health 
care provider, 10.29% were feeling sick or presenting flu-like symptoms, and .74% had a family 
member suggest they be screened for HIV or other STIs. Additional motivators respondents 
reported that were not listed as response options included some variation of being screened every 




Figure 24 – HIV/STI screening motivators  
 
 
4.3.2.2 Research Question 6 
Research question 6 assessed the deterrents of screening for HIV and other STIs among 
YBGBM. Respondents who had not been screened for HIV or another STI in the past year were 
asked to identify all the motives for being screened. The survey question stated, “if you have not 
been tested for HIV or an STI in the past year, what were your reasons for not being tested?” 
Survey question response options included: fear of knowing HIV status, limited HIV/STD 
testing locations in neighborhood, lack of information about HIV/STD testing, financial cost of 
testing, privacy concerns, abstinent (abstaining from oral, vaginal, and anal sex since last HIV 
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test), in monogamous relationship, racial stigma in HIV/STD testing locations, sexuality stigma 
in HIV/STD testing locations, and other (participants could type in any additional deterrent 
against being screened for HIV). As shown in Figure 25, the top deterrents to being screened for 
HIV or another STI in the past year included: fear of knowing HIV status (16.67%) and being in 
a monogamous relationship (12.50%).  






4.3.2.3 Research Question 7  
The final question under Aim II. of this dissertation assessed motivators of PrEP uptake 
among respondents who reported that they are currently taking PrEP. Respondents were asked, 
“What were your motivations for taking PrEP?” Respondents were instructed to select all the 
response options that may have been motivators. The response options included: low cost 
prescription, feeling sick or presenting HIV symptoms, recommendation from a doctor or health 
care provider, romantic partner suggested, information encountered about PrEP (advertisements), 
minimize risk for HIV infection, casual sex partner suggested, friend/family suggested, and other 
(participants could type in any additional motivations for taking PrEP). As shown in Figure 26, 
the primary motivations for taking PrEP include: to minimize risk of acquiring HIV infection 











4.4 Findings from interviews   
4.4.1 Sample and Demographics 
Semi-structured interviews were conducted with 22 survey respondents. Interviews averaged 
1 hour and 16 minutes, and consisted of questions aimed at elaborating on the survey findings 
and addressing the aims of the research study. The study employed purposive sampling to 
selected interviewees, based on certain criteria: HIV-positive diagnosis, HIV-negative PrEP 
users, and non-PrEP users. The study selected survey respondents who accepted interviews 
considering the criteria: 
 
• HIV-positive diagnosis (9) 
• PrEP users (7) 
• non-users of PrEP (6) 
 
Among this sample of interviewees, only 3 participants were below the age of 26 and the bulk of 
participants resided in urban areas. Only 18% of interviewees lived in rural areas, and 9% 
resided in a regional city or a suburb. Interviews were audio recorded, transcribed verbatim, and 
member checked by participants. The findings from the interview data elaborate on findings 
from the surveys, and present new findings relevant to the proposed study aims and research 
questions. The subsequent sections explore the primary themes identified through extensive 
analysis of interview text data as explained in section 3.9.2. 
 
4.4.2 Aim I. HIV/AIDS information behaviors of YBGBM 
The first aim of this study is to examine the HIV/AIDS information behaviors of 
YBGBM. There are four related research questions under this aim: 1) Where do YBGBM seek 
HIV/AIDS information? 2) What are motivators of HIV/AIDS information seeking among 
YBGBM? 3) Where do YBGBM incidentally acquire HIV/AIDS information? 4) How do 
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YBGBM use the HIV/AIDS information they acquire? The answers to these research questions 
as revealed through analysis of interview data is presented in the subsequent sections. 
 
4.4.2.1 Research question 1 & 2 
HIV/AIDS information seeking behavior of YBGBM were examined in this study. To 
gain a better understanding of this phenomenon among the study population, interviewees were 
asked to elaborate on the responses they provided on their survey. I reviewed their responses to 
the survey prior to conducting the interview, and had their responses in front of me during the 
interview. The interview questions (available in Appendix I) exploring HIV/AIDS information 
seeking behavior include Questions Q1a-c through Q5. Analysis of interview data revealed that 
participants described three distinct approaches to engaging in HIV/AIDS information seeking 
behaviors, including: information seeking to manage overall sexual health, to inform patient-
doctor communication, and to understand HIV treatment and prevention options. Within these 
three distinct approaches, there were differences observed in the time at which participants 
engaged in these behaviors based on their status as either HIV-positive, PrEP users, or non-PrEP 
users.  
4.4.2.1.1 information seeking to manage overall sexual health  
 None of the HIV-positive participants interviewed intentionally sought HIV/AIDS 
information until they believed they may have been exposed to or acquired HIV infection. HIV-
positive participants began intentionally seeking HIV/AIDS information: 1) after experiencing 
flu-like symptoms, 2) sex without a condom more than once with a non-romantic partner, 3) 
receiving an HIV positive test result, and/or 4) receiving notification that someone they’d had 
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sexual intercourse with may have an STI. Reflecting this, Jerry explains when he first sought 
HIV/AIDS information: 
Interviewer: and when you googled, what exactly were you looking up?  
Jerry: I had these white spots at the top of my mouth, and I they were at the back of my 
mouth, and I started Googling; that was like the number one thing that kept coming up. 
Interviewer: Ok, and can I ask you, prior to that, prior to you having that feeling and 
looking that up, had you ever looked for [HIV/AIDS] information: about symptoms, or 
places to get tested, or information about statistics and stuff like that? 
Jerry:  I had not looked it up. 
Another participant, Derrick, explains his engagement with HIV/AIDS information pre-and post-
diagnosis. 
Interviewer: Okay. And may I ask you before, before you got your diagnosis, did you 
actively look for this type of information? 
Derrick: No, not really. I would attend like the healthcare fairs and stuff because I was 
really big in the medical field. When I was younger and I was already getting my CNA 
license and stuff and things of that nature. So a lot of the information I was kinda sorta 
familiar with it, but not familiar with it. Like I knew about it but not in detail. And then, 
of course, you know, once you find out what's going on with yourself, um, that's when 
you start like really started digging deep and looking in to the material more. 
Post-diagnosis, HIV-positive participants sought and monitored (Case, Andrews, Johnson, & 
Allard, 2005) HIV/AIDS information to manage their health, and to share HIV/AIDS 
information with HIV-positive and HIV-negative individuals in their sexual and social networks 
to help them manage their health as well. Specifically, they sought and monitored HIV/AIDS 
information related to: medication resistance, a cure for HIV infection, staying healthy with HIV, 
PrEP information for HIV-negative sex partners, HIV viral load suppression, long-acting HIV 
injectable regime, and the experiences of other people living with HIV infection.  
 Most PrEP users reported seeking HIV/AIDS information to manage their risk of 
acquiring HIV infection while in serodiscordant relationships, or as an extra measure of 
prevention (e.g. in addition to using condoms) against acquiring HIV infection. The term 
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serodiscordant refers to an intimate partnership in which one person is HIV-positive and the 
other is HIV-negative. PrEP users intentionally sought this information after discussing HIV 
status with their partners. Michael explains seeking HIV/AIDS information about prevention 
once he started dating his previous partner. 
Michael: but my ex-partner was HIV positive. And I knew that going into that 
relationship, so I started to do research myself. Just looking online, browsing different 
online websites. And then, when I wanted to pursue Truvada, I actually spoke with a 
local PRIDE center. 
Interviewer: Did you ever talk to your partner to find resources and information? Or did 
they talk to you about like Truvada and PrEP? 
Michael: Yea, but not in detail, like not in the amount of detail that I’d found once I 
started looking myself online. And speaking with the um, local PRIDE center there. 
Interviewer: Before you started dating your partner who was positive had you looked for 
the information before? Had you looked for information about PrEP? 
Michael: I don’t believe so. I don’t think I had heard of it even prior to that. 
Many of the non-PrEP users primary sought HIV/AIDS information to manage their overall 
sexual health due their previous experience with contracting an STI. After receiving a positive 
diagnosis for chlamydia, gonorrhea, or syphilis, and then undergoing treatment for the STI, 
participants would manage their sexual health by seeking HIV/AIDS information. Tyus discusses 
his HIV/AIDS information seeking after undergoing treatment for chlamydia and syphilis. 
Tyus: Well with the STDs it was just gonorrhea, chlamydia, syphilis, you know, it was 
just me, getting that and then having to go get treatment for it. So the first go round, it 
was like, what is this? I need to know about this. You know, and then, it just kind of 
turned into something that I just kind of…when I would start talking to different people, 
especially about HIV, I would always see how ignorant they would be about it. It made 
me really just want to find out more information about it. 
Additionally, many non-PrEP users sought HIV/AIDS information to figure out how to disclose 
their STI diagnosis history with sexual partners. Will explains his HIV/AIDS information 
seeking to be better equipped to navigate STI status disclosure with his sexual partners.  
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Interviewer: And then can I ask you, did you start looking for information after you were 
treated for an STD, and if so, what type of information did you look for? 
Will: Um, so at first, when I first started having these problems, I did not because I didn’t 
want to know how bad it was but now I do. I started looking for this information because 
I needed helped figuring out to talk about it with other people. Because I feel like I’m to 
the point now where like in the past if I got burned by somebody, I wouldn’t ask them, I 
would just go get treated. Because at one point in time, now I have a partner, but it was 
kind of hard to pinpoint and I was afraid of saying something to this person. When in 
actuality it was probably that person who you know, gave it to me. But I do better now 
just telling people like, “hey I just went and got treated you might want to get tested on 
what’s going on.” But I feel like, I’m 27 now, when I was like 23, 24, I was afraid to do 
because the first thing you think about is them passing judgment. “Oh, you burning?! I 
can’t even fuck with you no more.” You realize I’d rather not see you no more and go get 
tested rather than to not go get tested and still sleep with them. 
Figure 27 presents a spectrum of approaches to engaging in HIV/AIDS information seeking to 
manage overall sexual health among HIV positive individuals, HIV negative individuals who use 
PrEP, and HIV negative individuals who do not use PrEP.  
Figure 27 – Spectrum of approaches to engaging in HIV/AIDS information seeking to 
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4.4.2.1.2 information seeking to inform patient-doctor communication  
 One of the major themes identified through thematic analysis of interview text data was 
information seeking to inform patient-doctor communication. HIV/AIDS information seeking to 
inform patient-doctor communication included: 1) participants “self-diagnosing” themselves 
prior to seeing a physician or health care provider, and 2) seeking HIV/AIDS information from a 
doctor or healthcare provider to verify HIV/AIDS information they’ve encountered. Amari (PrEP 
user) describes his experience self-diagnosing himself prior to speaking with a healthcare 
provider and being screened for STIs. 
Amari: Well a lot of times I do a lot of self-diagnosing first just to kind of sorta give them 
an idea as to what's going on, give myself an idea of what's going on. And to be able to 
explain my signs and symptoms more in detail. So that gives them a better view of what 
potentially could be going on. So, I went ahead and got tested just to make sure it was 
ok...and then if there was treatment to go along with it, it would be syphilis, the series of 
three shots, over the course of like six weeks…and I never wanted to go through that 
again, so I ask my doctor what to look for in myself and in others.  
Thomas (HIV positive) explains his experience seeking HIV/AIDS information from his 
healthcare provider to verify the HIV/AIDS information he’s obtained in relation to new HIV 
treatment options.  
Thomas: “Whenever there is like something new or a new medication or something that I 
hear about I will research it. And look at it. Or if it’s like has to do with different studies, 
I'll look at the things that's part of the study. And then I will ask that information of my 
doctor.” 
 
4.4.2.1.3 Information seeking to understand HIV prevention and treatment options  
All participants reported seeking HIV/AIDS information to understand treatment or 
prevention options. Primarily, participants sought HIV/AIDS information related to biomedical 
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advancements in HIV prevention and treatment including information about HIV medicines 
including: PrEP and long-acting HIV injectable drugs. Jerry (HIV positive) describes his most 
recent HIV/AIDS information search in the quote below. 
Jerry: Um, so the last time I looked something up it was a couple of days ago, and I kind of 
looked it up and I skimmed through it. It was something that was talking about a shot. I don’t 
know if you know too much about it but it was saying something about a shot and how it can be 
given every 4 to 6 weeks and then maybe every 4-6 months instead of having to take a pill every 
day. 
HIV positive participants also discussed researching the side effects of different HIV medicines 
as they worked with their health provider to identify the medication best for them. Will (non-
PrEP user) sought HIV/AIDS information related to an HIV medication he learned about from 
his doctor, but was unsure about. He searched information on his own to get a better 
understanding of this HIV prevention option. 
Will: I would like look up, cause I found out there’s different strands to HIV, like it’s not 
just one person has HIV, like there’s levels to it. So, I would go, I’d try to Google and 
find information about that. And I also heard about PrEP, it was like maybe a cure or 
whatever I guess to try to prevent you from getting it, or lessen your chance of getting it. 
To be honest, my doctor had told me about it before, and I wanted to do my own research 
on it, so I just Googled and read up on that to find out what it’s all about.  
 
Figure 28 depicts approaches to engaging in HIV/AIDS information seeking, including 
managing overall sexual health, to inform patient-doctor communication, and to gain a better 




Figure 28 – Approaches to engaging in HIV/AIDS information seeking  
 
4.4.2.2 Research question 3 
 Research question 3 pertains to the incidental acquisition of HIV/AIDS information. 
Analysis of survey data found that all participants experienced HIV/AIDS information 
encountering. To elaborate on these findings, the study used the critical incident technique 
(Flanagan, 1954). Interview participants were asked to recall a specific incident in which they 
unintentionally acquired HIV/AIDS information. The interview questions exploring HIV/AIDS 
information encountering include Questions 6 through 7b. HIV positive participants had a 
difficult time recalling instances in which they incidentally acquired HIV/AIDS information 
prior to their diagnosis. Following their diagnosis, HIV-positive participants overwhelming 
experienced HIV/AIDS information sensitivity (i.e. – hyper aware of HIV/AIDS information). 
Louis describes his HIV/AIDS information encountering post-diagnosis. 
 
Louis: Yea, I would say definitely on TV and on commercial. I’ve really been seeing them a lot. 
It’s also kind of that, I forget what it’s called but it’s like when you buy a car and then you start to 
see that car everywhere. So, it could be that these commercials were just as prominent prior to my 
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own diagnosis but I just notice them more now. I definitely have noticed a lot more commercials 
on TV and then also browsing social media. I’ll see different advertisements while scrolling 
through Instagram. 
In Figure 29, I depict the pre- and post-diagnosis HIV/AIDS information encountering of HIV 
positive participants. In the next chapter, I’ll discuss the potential reasons these participants may 
not recall encountering HIV/AIDS information prior to their diagnosis. 
Figure 29 – Pre- and post-diagnosis information encountering (HIV positive participants)  
 
The online social networks of interview participants also influenced their incidental 
acquisition of HIV/AIDS information. Many participants recalled experiences learning new 
information related to HIV/AIDS without intentionally seeking it out due to social media posts 
shared by their online social networks. Among participants, quite often, their online social 
networks consisted of LGBT support groups, groups of gay men or individuals specializing in 
STI prevention and treatment. For example, John (PrEP user) primarily encountering HIV/AIDS 
information while using social media sites and dating applications. 
 
John: I see it a lot on Facebook. I follow a group that posts information about HIV/STDs 
and about symptoms and stuff. It’s a…I guess you can say it’s a support group for 
LGBTQ people. And uh, I see a lot of information there. It shows up a lot on dating apps, 
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it pops up a lot on dating apps. I mostly see it there. Let’s see, where else do I see it? I’ll 
mostly see it on dating apps or if I’m following like a group on Facebook or another 
social media sites.  
 
Another participant, Marvin (HIV positive), describes curating an HIV/AIDS information-rich 
environment by following certain healthcare providers and other authority figures on HIV/AIDS 
to encounter up-to-date HIV/AIDS information.  
Marvin: I follow a couple different health care providers or doctors on certain things, but 
the different opinions kind of vary. 
 
Interviewer: Okay. And when you said you kinda followed different doctors, were you 
looking at their research articles or like other things they posted? 
 
Marvin: Some research articles, and like interviews and stuff that they've found at clinical 
trials. Like clinical trials and stuff, I've read them, like about the health behaviors and 
things. 
 
Interviewer: Were you following them on social media sites? 
 
Marvin: Yeah, I follow them on Facebook and YouTube, and stuff like that.  
 
Additionally, some participants report feeling like they’re being inundated with HIV/AIDS 
information while using social media sites and geospatial dating applications. Below, Thomas 
(HIV positive) describes his experience with HIV/AIDS information (encountering) overload 
(Bawden & Robinson, 2009).  
 
Thomas: I see it all the time. Unfortunately, I say unfortunately because it's almost as if 
it's like so much is always in your face. It's like that’s almost that’s the only thing you're 
going to deal with. Especially being a part of the community, it’s like that's the only thing 
that they want you to deal with. I want to think about the social issues, the economic 
issue, the financial issues, they don't want you to think about the fact that trans women 
are dying all the time. It's just like, oh she didn't get tested. 
 
Interviewer: And can you recall which websites you’d see this information on? 
 
Thomas: It’s almost on anything. You can scroll down, I can stroll down Twitter and see 
it. I can stroll on Facebook and see it. I can get on Pandora and if there's an advertisement 
about it, it will pop up. I've seen it on games that I've been playing. Of course, it's all over 
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the different social media apps, for like dating apps and things. It's always up there. But 
yeah, it’s everywhere. It's on TV, it's on everything. 
 
Thomas feels as though he’s being inundated with HIV/AIDS information that stigmatizes queer 
communities, instead of focusing on the structural/social conditions which cause them to be at a 
higher risk for HIV/AIDS. Other respondents echoed Thomas’ sentiments regarding discontent 
with the framing/tone of HIV/AIDS information and messages they encountered on social media 
sites and while talking to others (e.g. health care providers and non- gay Black communities). 
Respondents were dissatisfied with the way the HIV/AIDS information/messages were 
“judgmental”, used a “fear factor”, and perceived it to be “pushy.” The tone of HIV/AIDS 
information they encountered was perceived to be stigmatizing, because participants felt that 
YBGBM were being singled-out. For example, Ricky (non-PrEP user) describes how the 
information/messages promoting HIV/STI screening were stigmatizing:  
 
Ricky: The ads were overreacting, but just in a way that's like, do this or you'll die or do 
this and you definitely get, you know, you'll definitely get syphilis….do this or you'll end 
up here or  there and it’s kind of stigmatizing, because I know I noticed a lot of their 
targeted audience where it wasn't really straight male, and it isn't fair to the LGBT 
community cause it's almost like, okay, you're targeting them, like making them feel like 
they have to get tested because they have something because they're a part of this 
community versus this guy, he's on the football team or this girl who is a cheerleader. 
Right. And they have, they may have something, not know it and passing it along to 
everyone else. 
 
Participants also shared how their incidental acquisition of HIV/AIDS information changed as 
certain social media sites (e.g. Tumblr and Instagram) banned “adult content” or other content 
deemed to be in violation of its user rules (Leskin, 2019; Straube, 2019). Darius explains how the 
Tumblr ban of adult content impeded his access to HIV/AIDS information by censoring a once 




Darius: You would definitely find it on, you would find little ads every now and again on 
Twitter, on Tinder, , back before Tumblr became, um, very censored, you would find it 
more on Tumblr. Now it's really difficult to find things about testing or things that are 
about getting tested and things about safe sex or things about PrEP and HIV and STD 
medications. And go to a local clinic near you type ads…it’s a lot different now versus 
how it was before. 
 
Figure 30 depicts how YBGBM in the study incidentally acquiring HIV/AIDS information 
(information encountering), and Figure 31 presents the concerns participants had in relation to 
the HIV/AIDS information they encountered.  
 
Figure 30 – HIV/AIDS information encountering  
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4.4.2.3 Research question 4 
Research question 4 asks: “How do YBGBM use the HIV/AIDS information they 
acquire?” The survey findings report on the conceptualization of information use as the 
instrumental application of information in some process (e.g. HIV screening) (Kari, 2010). The 
interviews conducted sought to address question 4 by examining the effects of information, 
which is a different conceptualization of information use (see section 2.4.4.2). Kari et al. (2010) 
defines effects of information as “changes brought about by information” (p. 50). Taylor (1991) 
conceptualized information use as the effects that information has on individuals and their 
problems or situations. To assess the effects of HIV/AIDS information, participants were asked: 
“Did you do anything in response to the HIV/AIDS information you acquired?” and “do you 
remember anything that you learned, or any information you received that changed the way you 
manage your sexual health?” Interview participants have two distinct ways in which they 
reported using HIV/AIDS information: 1) sharing HIV/AIDS information to combat 
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misinformation, and 2) sharing and exchanging HIV/AIDS information with members in their 
social and sexual networks to assist them with making decisions related to HIV prevention, 
treatment, and care adoption. Mainly, participants shared HIV/AIDS information to combat 
misinformation spread online (e.g. – Twitter and Facebook) and in conversations with friends, 
family, co-workers, and romantic partners. For example, Will (non- PrEP user) shares his 
experiences using the HIV/AIDS he’s acquired both to combat misinformation and the assist 
others in his social network make decisions about their adoption of HIV protective and risk 
reduction behaviors. 
 
Will: Yea, I share with a lot of my friends. I got a best friend who I maybe talk to the 
most, and he just told me how he got stung by some girl. And I just encouraged him you 
know like, you know it’s not the end of the world. Go get tested go get treated. And you 
know those conversations can be hard and a little nerve wrecking, especially pertaining to 
HIV, you know. 
 
Interviewer: And is there any other way that you've used the information that you've 
learned? 
 
Will: Sharing with friends, that’s the main thing I guess. Friends and different family 
members and just if I’m on a discussion forum, I just try to chime in and put my own 
little two cents as far as like posts I see on Facebook. I like to preach on Facebook. You’d 
be surprised by how many people are misinformed about things. 
 
Interviewer: And do you feel like you do a lot of work to discourage misinformation? 
 
Will: I try to. Especially when its somebody who I know they don’t know what they’re 
talking about, I usually go to the point of pulling up a website, or you know, especially 
like, if you got herpes, everybody likes the ….. dude and I guess he got herpes or 
whatever, and people are just like “ohhhhh,” so I feel like, I’m thinking do you know that 
cold sores is a form of herpes? You know it’s like y’all have herpes too. But people don’t 
know that because people don’t care to find out information.  
 
Quite often, this HIV/AIDS information was shared/exchanged in serodiscordant relationships, 
or when an individual was assisting a friend who was skeptical or hesitant to adopt an HIV 
protective or risk reduction behavior. The perceived first-hand expertise of the person sharing the 
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information was frequently noted by participants as a factor which helped to minimize 
skepticism and hesitation associated with accepting the legitimization of HIV/AIDS information, 
and the adoption of HIV protective and risk reduction behaviors (e.g. use of HIV medicines for 
prevention and treatment of HIV infection).  Another participant, Antonio (on PrEP) recalls 
sharing information about PrEP with another HIV-negative friend who was also in a 
serodiscordant relationship. After sharing information about PrEP with his friend, his friend 
eventually began taking PrEP as well.   
 
Antonio: Well I guess you can say that with me being on this medication, I do have a best 
friend that was also pretty much in the same boat as I am dealing with someone that was 
HIV positive as well and he didn't know how to, he really didn't know much about PrEP 
as well, so I talked to him about it, I gave him the same information that my doctor pretty 
much you know gave to me. I actually pretty much introduced him to my doctor that I'm 
with right now, and so they've been on PrEP for a while now, so I guess you can say that 
I've been on it and I hadn't received this information prior and I was able to share it with 
someone else that was pretty much unaware of it as well. 
  
Like HIV positive participants who had no recollection of encountering HIV/AIDS information 
until after their diagnosis, some HIV negative participants shared that they could not recall 
encountering or receiving information about PrEP until they dated someone living with HIV (i.e. 
serodiscordant relationship) or they had a friend who has using PrEP. Unlike the stigmatizing 
tone of the HIV/AIDS information participants encountered on social media sites (e.g. targeted 
advertisements and promotion campaigns) and while talking to healthcare providers and non-
Black gay community members, the information they received from other BGBM with first-hand 
experience was not perceived to be delivered in a negative tone and was a preferred source. 
Seaburn (non-PrEP user) describes this in the interview excerpt below. 
Interviewer: Earlier in the interview you said you preferred getting information from a 
healthcare provider, but didn’t like the way they talked to you about the 
information…you said you only use them for the services. Can you tell me a bit more 




Seaburn: Um yeah. Some of them have treated me like I’m dirty or they talk to me 
like…chastising me. I go to them once I know I’m going to use their services but, not so 
much for information, because what they know I can probably find out myself. So I 
guess….you can't do one without the other. You can't get the services without finding out 
about HIV and STDs from them, but I can do my own homework for the information 
before reaching out for the services. 
 
Interviewer: And when you say do your own homework, where do you go when you’re 
looking for information on your own?... before you decide to utilize the healthcare 
services. In your survey you mentioned looking for HIV/AIDS information via search 
engines, government health websites, and your friends. 
 
Seaburn: um, I guess it could be both, because I'll ask someone: "Hey do you know why 
this is doing this?" And they'll be like, "yea I've been going through this and that" Or it’s 
like, yeah something like that. Like I may look up my own information and if that doesn't 
work out, eventually I got like two friends with HIV, I'll reach out because I value their 
opinion. 
 
 In the next chapter, I’ll discuss the implications of these findings, and strategies for addressing 
the information gaps of YBGBM who need timely access to this critical information to diminish 
their chances of acquiring HIV.  I will also discuss suggestions for improving the tone of 
HIV/AIDS, and incorporating the first-hand experiences of YBGBM who have adopted HIV 
protective and risk reduction behaviors. Figure 32 depicts HIV/AIDS information use (i.e. effects 










4.4.3 Aim II. Motivators/deterrents of HIV protective and risk reduction behavior adoption 
The second aim of this study is to identify the factors which motivate or deter the 
adoption of HIV protective and risk reduction behaviors. There are three related research 
questions under this aim: RQ5) What are motivators of screening for HIV and other STIs among 
YBGBM? RQ6) What are deterrents of screening for HIV and other STIs among YBGBM? 
RQ7) What are motivators of PrEP uptake among YBGBM? The answer to these research 
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4.4.3.1 Research question 5 and 6 
 Research question 5 assessed the motivators of screening for HIV and other STIs among 
YBGBM. Question 10 through 12 of the interview guide assessed the motivators and deterrents 
of being screened for HIV and other STIs. Among many interview participants, the primary 
motivators of HIV/STI screening were encouragement to be screened from a member of their 
social network and increased access to HIV/STI screening; factors which increased access to 
HIV/STI screening included: free or low-cost services, convenient geographic locations of HIV 
screening services. Antonio (on PrEP) highlights the benefits of living close to an HIV screening 
location, and describes it as a motivator for being screened for HIV. 
 
Antonio: I would say location, because my location is where I live is pretty much close to 
a clinic so um with me being so close to there it was like aye, why not? Why not? If I'm 
right near there, you know, this close to clinic, why not go and make sure that I'm ok. I 
have no excuse. I'm literally this close. So, just go get checked. 
 
Chris, an HIV-negative participant not using PrEP, shares that he primarily gets screened for 
HIV infection for free at gay clubs and PRIDE events while with friends. He is motivated to be 
screened because it is free and he has peer support from his friends. 
 
Chris: And now I only get tested maybe once or twice a year, the twice being at those 
different prides or different big clubs events with the LGBT community where they are 
giving out free testing. I do it because my friends is going to be doing it. There's just the 
support then. 
 
Peer supported HIV screening was a critical motivator among the interview participants, and 
beyond peer support, several participants shared incidents in which they were screened for HIV 
with their friends and romantic partners. For example, Raymond, an HIV-negative participant 





Interviewer: What are some of the things that motivated you to be tested for HIV or other 
STDs? 
Raymond:  Collectiveness. Uh, so, uh, being in social spaces where, uh, you know, 
multiple people are getting tested. Um, uh, so community spaces, um, I'm a part of a 
fraternity. And so, for example, uh, me and my brothers, uh, we all went and got tested, 
uh, together, um, and the places where, uh, incentives are being given, uh, for, uh, testing. 
Hmm. 
 
Participants described peer support for HIV/STI screening as: being encouraged to be screened 
for HIV/STIs by a friend or romantic partner, seeing members of their online social networks 
openly discuss/encourage HIV/STI screening, and obtaining HIV/STI screening with their 
friends/romantic partners (especially at events offering free screening). The value of peer support 
and the utility of promoting friend-group HIV screening cannot be underestimated. Figure 33 
depicts the motivators of HIV/STI screening among YBGBM. 
Figure 33 – Motivators of HIV/STI screening  
 
 
increased access to HIV/STI screening
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• convenient screening locations
peer support for HIV/STI screening
• friend/partner encouragement
• online social network promotion
• group screening (w/ friend/partner)
health anxiety
• potential exposure to HIV/STI
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The survey findings found that the top deterrents to screening for HIV and STIs in the 
past year included: fear of knowing their HIV status and being in a monogamous relationship. 
While interview participants also reported fear of knowing their HIV status as a deterrent to 
screening for HIV infection and other STIs, analysis of data revealed that fear is rooted in 
anticipated HIV stigma; in addition to, long-term medical treatment and navigating dating and 
relationships as an HIV-positive person. Patrick (HIV-negative, non-PrEP user), explains why he 
has not been screened for HIV/STIs based on his previous STI screening and treatment 
experiences: 
 
Patrick: I don’t like to get tested the same reason I don’t want to talk about it. Because 
it’s embarrassing. It’s very embarrassing to have made such a tremendous mistake. It’s 
very embarrassing to catch a disease or acquire a disease or infection or virus when it’s so 
much you can do to prevent it. It’s happened several times in my lifetime. I’m not saying 
I’m special or nothing. But condoms do break. Even though you prevent stuff, or try to 
prevent stuff, the preventative measure breaks down on you, then you out there in some 
deep water. Then you gotta go and get tested. And you might have something, and it’s 
embarrassing because you might have something and you may not be able to get rid of it. 
And you did try to prevent it. And then you gotta tell your partners. And it might be 
painful. I don’t know. 
 
Triangulation of survey and interview data revealed that being in a monogamous relationship 
was another reason participants were not screened for HIV and other STIs. Participants in 
monogamous relationships held the expectation that their HIV/STI risk was diminished because 
they were only having sex with one partner. Participants in monogamous relationships held the 
assumption that their partners were also only sexually active with them. Other top deterrents to 
HIV/STI screening include stigma rooted in racism and homophobia both in healthcare settings 
and within Black and predominately White gay communities. Marvin (HIV-positive) describes 




Um, yeah, um I don't feel like some of them give out all the help they can. Like even if 
they are, like the information is valid and the services are genuine. It’s just like, it’s more 
like the feeling you're getting is not very friendly so like I really wouldn't go there 
anymore. I just felt bad vibes in there. It's just kind of like, I guess, uh, I wanna say its 
racist…or maybe they don’t like gay people…they’re like, it’s like monotone like 
robotic.... 
 
Yea you know this one time I had got, I had contracted an STD, and the nurse there was 
kind of treating me as if like….they treat me like a child and stuff. I don't know like 
maybe the sensitivity level training could be improved. Not all of them of course, but, 
most. 
 
Participants were also fearful of individuals within their communities finding out they were 
being screened for HIV/STIs, and about the publicness of screening locations. Ricky, (HIV-
negative, non-PrEP user) a participant who identifies as bisexual explains that he avoided being 
screening for HIV/STI’s in the past out of fear that his family might learn that he has sex with 
men in addition to women.  
 
Ricky: The fear of my family finding out that, uh, cause I was very big on not having a 
lot of people in my business at that point in time, especially being that, hey not only am I 
last sleeping with women, I'm sleeping with men too. So, if somebody finds that out, then 
it's, oh, well, at least you're getting tested, but why are you getting tested? Who have you 
been sleeping with this question, that question, that third question. And so, it was that 
kind of, that fear that set in, um, and also just a lack of information. 
 
Interviewer: And what type of information do you feel like you didn't have or that you 
wish you would've had? 
 
Ricky: Um, just the knowledge of where to get tested and because at that point it was 
like, yeah, call this hotline here to get tested. Okay. Calling this hotline, I'm on hold for 
20, 30 minutes. So, the hotline didn't really work. And then, um, I didn't really, a lot of 
my friends didn't, well actually no one at that point all of my friends didn't know about 
the sexual promiscuity that I was dealing with at that point in time. So, they didn't know. 
And I didn't really speak to any of the gay upperclassmen or any cause that just because I 
didn't want a lot of people in my business in that point in time judging me for having fun, 
like, okay, let me just say, let me just stay over here in my little corner in my little box 
and when the time comes for it, I'll figure it out that situation. 
 
Several interview participants who lived in rural counties even reported avoiding HIV/STI 
screening because members of their social network (family and church members) worked at the 
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screening locations, and they feared two things: the subsequent stigma/mistreatment they would 
experience in their communities if their same sex sexual behaviors and HIV/STI screening were 
exposed, and 2) the loss of social support from their family and friends if those behaviors were 
discovered. As these interview excerpts reveal, intersecting experiences of stigma rooted in 
racism, homophobia, and presumed HIV status were a deterrent to screening for HIV and other 
STIs among YBGBM who participated in this study. The participants were describing the ways 
intersectional stigma impacts their engagement along the HIV prevention and care continua 
(Logie, James, Tharao, & Loutfy, 2011). The next chapter will include a discussion of these 
findings, and the importance of addressing intersectional stigma to improve engagement along 
the HIV prevention and care continua among YBGBM in North Carolina. Figure 34 depicts the 
deterrents of HIV/STI screening.  




fear of knowing HIV serostatus
• rooted in anticipated HIV stigma
• Long-term management of HIV 
• navigating romantic relationships
being in a monogamous relationship
• presumed infidelity
• lack of trust
intersectional stigma
• healthcare, Black community, White gay community
• fear of loss of Black community social support
• publicness of locations
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4.4.3.2 Research question 7 
 
The final question under Aim II. of this dissertation assessed motivators of PrEP uptake. 
A purposive sample of 7 interview participants who reported they were taking PrEP at the time 
of the study were asked about their motivators for taking PrEP. Overwhelmingly, there were four 
distinct motivators for PrEP use among YBGBM participants in this study, 1) being in a 
serodiscordant relationship, 2) PrEP prescription covered by insurance (low to no cost), 3) an 
“extra safety net” in addition to using condoms, and 4) recommendation from friends. Many of 
the participants who reported using PrEP were in serodiscordant relationships, and learned about 
PrEP from their HIV positive partner. Several of the participants had not sought out information 
about PrEP prior to beginning their serodiscordant relationship, and being encouraged by their 
partner to take it as an HIV protective measure. Antonio shares his motivations for using PrEP, 
and describes how his PrEP-related information seeking and acquisition shifted after beginning a 
relationship with an HIV positive partner. 
 
Antonio: Okay mainly because I'm actually in a relationship with someone who is HIV 
positive but they're undetectable and uh they've been so for a while. And finding out 
about the whole situation, they pretty much encouraged me to take initiative to get on 
medication and so I sought information and then from there decided to get on medication 
basically to keep everything in our relationship protected that way there's no harm 
coming to me even though their undetectable. 
 
Interviewer: Ok, and then can I ask you, um, had you heard about PrEP before your 
relationship? 
 
Antonio: I heard bits and pieces of it but I wasn't really too sure about you know, if it was 
really 100% sure, or you know, something that I really need to take. But once I got the 
information from them and sought out, or when I talked to doctor about it and got more 
information about it then I was pretty much impressed by it. Like I had heard about it, but 




Another participant, Seaburn began taking PrEP shortly after it was approved by the FDA. He 
describes why he takes PrEP, and states that he’s convinced his group of friends to begin taking 
PrEP as well.  
 
Seaburn: Well, um, to help prevent the infection of HIV for one, and also you know just 
taking an extra step with a condom, it like Plan B, just an extra level of security. And, it’s 
covered under my insurance and also I have a copay. I have Gilead which is like a co-pay 
insurance card.  
 
Interviewer: And have you done anything with the information you obtained about PrEP 
since you’ve been on it. 
 
Seaburn: Um, yeah, the small group of gay friends that I do have they're on PrEP. I've 
convinced them to start taking it. 
 
Preston, a 23-year-old living in an urban metropolitan city in North Carolina discussed why he 
was initially hesitant about using PrEP, but eventually began taking PrEP after contracting an 
STI and observing his friends’ experience using PrEP.  
 
Preston: Well, in the past, I was hesitant about taking PrEP because I'm like, sometimes I 
can be a conspiracy theorist. And I was like what if the government is trying to slowly 
give us the virus, and stuff like that. So I never took it, but um recently, this is 
embarrassing, I got my first STD. Thankfully it was treatable, but that scared me enough 
where it was just like I felt like I should try it. And I know people that are on PrEP and 
they haven't experienced any side effects, so I was like I'll give it a try. Just like that. 
 
These findings highlight the strength of social networks and peer/partner support as motivators 
for the adoption of PrEP. The diminished financial constraints such as insurance coverage for 
PrEP is also critical for YBGBM. Figure 35 shows the motivators of PrEP use among YBGBM. 
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 This chapter discusses findings from the survey and interviews. The findings of the 
interviews relate to the results of the survey; some findings from interviews triangulate them, and 
some of the interview findings were different from the results of the surveys. The triangulation 
and discrepancy between surveys and interview findings is discussed in Chapter 5. Eighty-three 
survey respondents reported on their HIV/AIDS information behaviors, and their 
motivations/deterrents for HIV/STI screening. Most respondents primarily acquire HIV/AIDS 
information from the Internet via consumer health websites, social media sites, dating 
applications, government health websites, blogs, and other online media sources. The most 
recent type of HIV/AIDS information sought was about PrEP, followed by HIV symptoms. Even 
though participants primarily sought HIV/AIDS information from the Internet, their preferred 
source and most trusted source of HIV/AIDS information was a doctor or healthcare provider. 
This finding is interesting given that previous researchers have found that YBGBM avoid HIV 
serodiscordant relationship
• suggestion from HIV-positive partner
PrEP covered by insurance
• voucher from Gilead
• low copay for insurance
recommendation from friends
• friends using PrEP
Extra risk reduction behavior




prevention and treatment services due to medical distrust (Dillon & Basu, 2014). Among the 
population in this study, anticipated and/or experienced intersectional stigma in healthcare 
settings were the reasons participants avoided HIV prevention and treatment services. The search 
for HIV/AIDS information was motivated by (1st) need to know information for the future, and 
(2nd) they were just curious. Survey respondents primarily incidentally acquired HIV/AIDS 
information (1st) while looking for information on other topics, (2nd) while talking to other 
people, and (3rd) while watching television or reading the newspaper. When respondents 
encountered HIV/AIDS information related to HIV/STI screening and PrEP, it was primarily via 
(1st) advertisements on social media sites, (2nd) television, and (3rd) while browsing the Internet. 
Respondents use HIV/AIDS information to adopt HIV protective risk reduction behaviors, 
including: locating an HIV/STI screening location, obtaining HIV/STI screening, and speaking 
with a health care provider about PrEP. The top motivators for HIV/STI screening among survey 
respondents were: (1st) just to have knowledge of HIV status, and (2nd) free (no cost) HIV/STI 
screening. Fear of knowing their HIV status and being in a monogamous relationship were the 
top deterrents to HIV/STI screening among survey respondents. Among survey respondents who 
were taking PrEP at the time they completed the survey, the primarily motivators identified were 
to (1st) minimize risk for acquiring HIV infection, (2nd) the low cost of PrEP, and (3rd) a 
recommendation from a doctor or healthcare provider.  
 Twenty-two interviewees who completed the survey during the first phase of the study 
expounded about their survey responses. Interview participants offered an in-depth explanation 
of how and why they engage in HIV/AIDS information behaviors, and provided new insights 
into factors which motivate or deter their utilization of HIV prevention and treatment services 
(e.g. HIV/STI screening and PrEP use). Interview participants primarily sought HIV/AIDS 
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information to manage their health, to inform patient-doctor communication, and to gain a better 
understanding of HIV prevention and treatment options. The variances in these behaviors among 
HIV positive participants, PrEP users, and non-PrEP users were also noted. HIV/AIDS 
information encountering was shaped by the online social networks of interview participants. 
Participants reported curating an HIV/AIDS information-rich environment by comprising their 
online social networks of other gay and bisexual men, LGBT support groups, sexual health 
organizations, and HIV/AIDS researchers. Additionally, participants experienced HIV/AIDS 
information (encountering) overload while navigating geosocial dating applications (e.g. 
advertisements for HIV/STI screening, advertisements for PrEP, HIV/STI screening reminders 
in-app, HIV statuses in dating applications). Interviewees used the HIV/AIDS information they 
acquired to: 1) share information to combat misinformation and 2) share and exchange 
information with members in their social and sexual networks to assist them in making decisions 
about the adoption of HIV protective and risk reduction behaviors. The primary motivators of 
HIV/STI screening were diminished barriers to accessing HIV prevention and treatment services, 
including: low cost services, convenient HIV screening locations, and encouragement from a 
friend or romantic partner. Deterrents to HIV/STI screening included fear of knowing HIV 
status, mistreatment in clinical settings, and privacy concerns. The deterrents to utilization of 
HIV/STI screening were rooted in experienced and anticipated intersectional stigma. Participants 
experienced stigma rooted in racism and homophobia within healthcare and social settings, and 
they feared obtaining knowledge of their HIV status due to the stigma associated with being HIV 
positive. Motivators for PrEP among participants using PrEP included being in a serodiscordant 
relationship, received PrEP for little to no cost through insurance coverage, using PrEP as an 
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additional “safety net” to using condoms, and receiving a recommendation from a friend or 







CHAPTER 5: DISCUSSION 
 
Introduction 
 This chapter begins with a discussion of the findings in relation to the research aims and 
questions, discrepancies and triangulation of survey and interview findings, comparing and 
contrasting findings with the current body of research evidence. Recommendations for future 
research are discussed throughout this chapter. The limitations of the research study are 
presented, followed by a discussion of the study’s significance and implications for informatics 
and public health.  
5.1 Discussion of Findings 
 
5.1.1 Aim I. HIV/AIDS information behaviors of YBGBM  
The first aim of this study is to examine the HIV/AIDS information behaviors of 
YBGBM. There are four research questions under this aim. There are four related research 
questions under this aim: 
1) Where do YBGBM seek HIV/AIDS information?  
2) What are motivators of HIV/AIDS information seeking among YBGBM?  
3) Where do YBGBM incidentally acquire HIV/AIDS information?  




5.5.1.1 Research questions 1 & 2 
This study showed that most respondents seek HIV/AIDS information from the Internet 
or a doctor/health care provider. Despite the Internet being the primary source for intentionally 
sought HIV/AIDS information (e.g. search began with search engine and then utilized various 
websites including: government health, consumer health, blogs, magazine, LGBTQ community 
center websites), respondents preferred to acquire this information from a doctor or health/health 
care provider. Triangulation of survey and interview data revealed that while participants prefer 
to seek HIV/AIDS information from a doctor/healthcare provider, and trust them more than any 
other source of information, there were certain barriers that prevented them from acquiring 
HIV/AIDS information from a doctor. These barriers included: limited access to a healthcare 
provider (e.g. financial constraints, limited providers in close proximity to where participants 
live), discomfort communicating with a doctor about same-sex sexual behaviors, and 
anticipated/experienced stigmatization in health care settings. The barriers to seeking HIV/AIDS 
information from a doctor or health care provider was circumvented by utilizing the Internet. The 
Internet was utilized as a source for this information due to its ease of accessibility (e.g. using a 
mobile device), and the ability of participants to maintain anonymity as they searched for this 
sensitive information. Accessing HIV/AIDS information via a doctor/healthcare provider was 
associated with a financial burden, while using the Internet for this information presented a much 
less financial barrier (e.g. cellular data, free wi-fi). While this study found that the tone of 
HIV/AIDS information participants encountered online was often stigmatizing (like the 
information received from doctors/healthcare providers), the ability to use the Internet to seek 
this information in anonymity; as well as from YBGBM with first-hand experience adopting 
HIV protective and risk reduction behaviors, made it a top source for seeking this information. 
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To address the discrepancy between the preferred source (i.e. doctors/healthcare providers) and 
most utilized source for HIV/AIDS information (i.e. Internet), tools should be developed that are, 
1) Internet based and allow participants to communicate with doctors/healthcare providers about 
HIV/AIDS information, 2) communicate with YBGBM who have first-hand experience adopting 
HIV protective and risk reduction behaviors, and 3) present HIV/AIDS information in a tone that 
isn’t stigmatizing or judgmental of YBGBM. One example of such tools is 
HealthMpowerment.org (HMP). HMP is an online, mobile-optimized intervention for HIV-
positive and HIV-negative YBGBM that included: “a knowledge library included 322 articles 
on HIV/STI prevention, dating, personal growth and health and wellness. Interactive features 
within the intervention include: forums for discussion of relevant topics, such as HIV 
prevention and treatment, dealing with stigma, safer sex behaviors and relationships (The 
Forum); a space to upload and share personal videos, audio, pictures or prose (Getting Real); 
the availability of an online doctor who would respond to questions within 72 h (Ask Dr. W); 
and decision support tools (e.g. brief surveys, with feedback and referral to prevention services 
based on results, HIV testing and care locators) for assessing and addressing risk behaviors.” 
(Hightow-Weidman et al., 2019). Future mHealth interventions for YBGBM should adopt this 
structure.  
The most recent time participants sought HIV/AIDS information, it was about PrEP 
followed by HIV symptoms. Comparison between survey and interview data showed that 
participants of varying HIV statuses (HIV positive and HIV negative) sought information about 
PrEP. Many participants reported being in serodiscordant relationships, and several PrEP users 
reported first learning about PrEP as an HIV prevention method from their HIV positive 
romantic partner or friend who was in a serodiscordant relationship. Several HIV positive 
132 
 
interview participants reported actively seeking information about PrEP to share with their 
friends and romantic/sexual partners. The findings of this study indicate that serodiscordant 
relationships play a critical role in where YBGBM become aware of PrEP and access 
information about it. Future HIV prevention and treatment interventions promoting PrEP 
awareness and uptake among YBGBM should not only include HIV negative YBGBM (Watson, 
Eaton, Maksut, Rucinski, & Earnshaw, 2020), but also status-unknown and HIV-positive 
individuals. 
 
 The study also demonstrated that participants sought HIV/AIDS information at different 
points of engagement along the HIV prevention and care continua. All participants sought 
HIV/AIDS information to manage their overall sexual health (see Figure 27), to inform patient-
doctor communication (e.g. self-diagnosis before doctor’s visit, information verification), and to 
gain a better understanding of HIV prevention and treatment options (e.g. biomedical 
advancement in HIV treatment, HIV prevention medicines, U=U). Overall, these findings 
indicate that future information-based HIV prevention and treatment interventions and health 
education program should provide YBGBM with HIV/AIDS information tailored to help them: 
1) to assess and manage their risk for acquiring and transmitting HIV infection, 2) to make 
decisions about which HIV prevention and treatment tools to adopt, and 3) to build skills about 
navigating discussions about status disclosure (STI or HIV).  
 
 Previous studies (Voisin, Bird, Shiu, & Krieger, 2013) that examined the HIV/AIDS 
information seeking behavior of YBGBM found that the Internet was not discussed as a primary 
source for this information. Unlike the previous findings, the current study found that the Internet 
was a primary source for HIV/AIDS information including information about HIV symptoms, 
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HIV prevention (PEP, PrEP), HIV treatment, types of HIV tests available, HIV/STI screening 
locations, and HIV transmission. In the previous studies, the primary source of HIV/AIDS 
information was the LGBTQ community. This study included both surveys and interviews as a 
data collection method; whereas the previous study only used focus groups. The use of both a 
survey and interviews enabled a better understanding of how the Internet is utilized for seeking 
this information. The online social networks of the participants included members of the gay 
community, and the peer networks comprised of other YBGBM were found to influence 
HIV/AIDS information access and engagement along the HIV prevention and care continua. 
Additionally, this study enriched the understanding of how the Internet is accessed (e.g. mobile 
phones, laptop computer, desktop computers), what sources of HIV/AIDS information are sought 
via the Internet (e.g. search engines first, then – government health websites, consumer health 
websites, social media sites, blogs, and magazines) and utilized for HIV/AIDS information 
seeking.  
 
5.1.1.2 Research question 3 
 Studies of HIV/AIDS information encountering among YBGBM have shown that the 
Internet is an information-rich environment for them to encounter HIV/AIDS information 
(Kingdon et al., 2013; Young et al. 2014). Some studies report YBGBM are more likely to 
encounter HIV/AIDS information via the Internet as opposed to print media available in 
community centers or agencies, gay bars and clubs, and schools/education classes (Kingdon et 
al., 2013). Other studies found that YBGBM may encounter HIV/AIDS information on social 
media and social networking sites based on their online social ties; online social ties are the 
members of an individual’s online social network (e.g. – Facebook friends) (Young et al., 2014). 
The findings were consistent with previous studies. Participants encountered HIV/AIDS 
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information online, and through their social ties on social media sites and geospatial dating 
applications. This study contributes new findings which show that YBGBM encounter 
HIV/AIDS information primarily while looking for information on other topics, including: 
advertisements on websites, while searching for information on other health topics, and 
encountering the posts of their online social ties. Participants also encounter information while 
talking to other people and watching television/reading the newspaper. One major finding of this 
study is the commonness of serodiscordant sexual and social network ties among this population, 
and how those mixed status communities influence how and where YBGBM seek and encounter 
HIV/AIDS information. This finding is especially relevant to BGBM because public health 
researchers have consistently reported that one of the drivers of HIV infection among YBGBM is 
racial homophily within sexual networks (Janulis et al., 2018). This means that while YBGBM 
may not have a high number of sexual partners, the pool of sexual partners is smaller, and thus 
they are more likely to encounter an HIV-positive partner, increasing the chances for HIV 
transmission. HIV-negative and status unknown YBGBM have a greater likelihood of having a 
sexual partner who is HIV positive in comparison to gay and bisexual men of other ethnicities, 
which increases their risk of contracting HIV infection (Janulis et al., 2018). YBGBM who may 
not receive HIV/AIDS information and social support in Black communities and predominately 
white gay communities due to intersectional stigma, as the findings indicate, they may rely solely 
on their social and sexual networks comprised of HIV positive, HIV negative, and status 
unknown YBGBM for this information and social support. Instead of focusing on certain subsets 
of the YBGBM population, HIV/AIDS interventions, health promotion campaigns, and health 
education programs should include HIV-positive, HIV negative, and status unknown YBGBM. 
Future efforts aimed at improving engagement along the HIV prevention and care continua 
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should not solely focus on any one group, because that may not be how the social networks of 
YBGBM are structured (Bauermeister et al., 2019).  
 Analysis of study data revealed that HIV positive participants experienced HIV/AIDS 
information encountering differently pre-and-post diagnosis. Pre-diagnosis, these participants 
had no recollection of encountering HIV/AIDS information. After receiving a diagnosis for HIV 
infection, these participants reported what I’m calling information sensitivity, which is hyper 
awareness of information. I speculate that pre-diagnosis, participants may have been 
experiencing of the following phenomenon:  incognizance (i.e. “unaware that there was 
something they did not know, but need to know” (St. Jean, 2017, p. 315) or blunting (i.e. 
avoiding threatening information or distracting themselves from it) prior to their positive 
diagnosis (Case, Andrews, Johnson, & Allard, 2005). Future research should explore how the 
HIV/AIDS information behaviors of YBGBM living with HIV shift along their illness journey; 
with special attention given to their information needs and aware of these information needs and 
the tendency some may have to avoid discomforting information.  
 
 This study found that social media sites and geospatial dating applications are HIV/AIDS 
information-rich environments for participants. Overwhelming, study participants encounter 
HIV/AIDS information frequently on these platforms, especially information about HIV/STI 
screening and PrEP, and quite often experience information overload (Bawden and Robinson, 
2009). Furthermore, participants reported high usage of laptop computers at home, and 
incidentally acquired HIV/AIDS information quite often within offline and online social and 
sexual networks; especially in serodiscordant relationships. It is possible that some individuals 
share devices at home (i.e. laptop computers), and that the cookies stored on the devices 
influence the personalized targeted advertisements that YBGBM receive related to HIV/AIDS. 
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Additionally, since most participants reported having online social network ties who were 
members of the gay community, it is possible that the information they incidentally acquired in 
the form of advertisements on social media sites were based on the posts that they’ve liked in the 
past, the people they follow and interact with on the platforms. Future research should address 
how use of voice assistant technologies, stored browsing cookies, location tracking features, 
social media site interaction algorithms, and third-party data sharing affect incidental information 
acquisition. 
Among the respondents, while the amount of HIV/AIDS information (e.g. advertisements 
for HIV/STI screening and PrEP, in-app notifications for HIV/STI screening reminders, and 
encouragement to add HIV status to geospatial dating application profile) was overwhelming, 
they primarily took issue with the way the information was framed. Respondents were displeased 
with the way the HIV/AIDS information/messages were stigmatizing of Black gay communities.  
Special consideration should be given to the way HIV/AIDS information and messages on social 
media sites and geospatial dating applications promoting the utilization of HIV prevention and 
treatment services and adoption of HIV protective and risk reduction behaviors are constructed. 
The way this information is presented should not be stigmatizing. Destigmatizing HIV/AIDS 
information may be an incredibly difficult task, and should be part of comprehensive efforts to 
destigmatize HIV/AIDS and STIs. Individuals seeking to increase engagement along the HIV 
prevention and care continua among YBGBM through advertisements and HIV/AIDS 
information/education promotional materials should consult this population for input on how this 
information should be structured and presented. Furthermore, future research should incorporate 
content analysis of publicly available online HIV/AIDS information including advertisements on 
social media sites and dating applications. It should explore who is sponsoring and/or producing 
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these advertisements (i.e. clinical trials/research studies, government health agency, LGBTQ 
organizations, pharmaceutical companies, law firms, special interest groups) and gather feedback 
from YBGBM on their impression of the tone and structure of the information.  
 
 Censorship policies (i.e. adult content bans) enacted by social media sites can limit access 
to critical HIV/AIDS information. When the adult content ban on Tumblr was enacted in 
November 2018, participants no longer encountered HIV/AIDS information from their online 
social ties on this platform. Participants described Tumblr as a platform where they built 
community with other gay and bisexual men, especially YBGBM, and received non-stigmatizing 
information related to HIV/AIDS. This finding supports previous research which conceptualized 
Tumblr as a “queer technology” and explored how the policy change pushed away communities 
of users; especially communities which relied on the “adult content” banned in this space for 
medical education and knowledge (Haimson, Dame-Griff, Capello, & Richter, 2019). In this 
study, participants shared that the adult content ban impeded their access to HIV/AIDS 
information, and left them without an information-rich environment. Social media sites have 
been heralded as “safer” spaces for individuals with LGBTQ orientations/identities to find 
information that may not be available through their offline social networks (e.g. lack of gay 
community involvement and homophobia in community), formal education spaces (i.e. sexual 
education courses, primarily focused on heterosexual partnerships), or health care providers (e.g. 
due to the limited number of providers in close proximity to their homes, anticipated/experienced 
institutional stigma). They have also been spaces for them to find other individuals with shared 
orientation/identities in a space that allows for anonymity and a level of privacy that may not be 
available offline (Cho, 2017; Duguay, 2018). These spaces are critical for sexual identity 
development and for gaining social support (informational, emotional, instrumental, and 
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appraisal support). With the implementation of these policies, YBGBM will have to find new 
safe spaces, which may be incredibly difficult for a population who experience stigma and 
discrimination in many communities, including gay community comprised primarily of white 
men and other non-Black people of color. This means that their gay community involvement will 
be limited and thus, so will their access to and acquisition of HIV/AIDS information and overall 
sexual health information (Veinot, Meadowbrooke, Loveluck, Hickok, & Bauermeister, 2013). 
There is a need for new online spaces that promote community building, social support 
exchange, and collaborative information behaviors among YBGBM. Future HIV prevention and 
treatment interventions and health information technologies should focus on creating these 
spaces. What remains unclear is how the Tumblr algorithm, and the algorithm of other popular 
social media sites, make decisions about the classification of content, and how they decide which 
content is deemed “inappropriate” or “adult” and how HIV/AIDS information has been included 
in this distinction. Recently, Facebook came under fire for banning a PrEP awareness campaign 
posted to Instagram by Apicha Community Health Center (CHC), a New York City based 
community health center providing primary care to people of color, LGBTQ communities, and 
people living with and affected by HIV/AIDS (Straube, 2019). When Apicha CHC tried to post 
and promote the PrEP awareness campaign, Facebook flagged the post stating: “you haven’t 
been authorized to run ads about social issues, elections or politics.” Later, officials at Apicha 
learned the post was rejected because Facebook classifies posts related to public health as a 
social issue. It is unclear why/how Facebook decided to classify public health as a social issue, 
and further, why this type of content (e.g. promoting PrEP awareness) posted by a verified 
community health center would be banned. Further research should examine how algorithms and 
human moderators on social media sites make decisions about the classification of  content that 
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is deemed ‘adult’ or ‘inappropriate’ and how HIV/AIDS and sexual health information has been 
included in this distinction. Another suggestion for future research is exploring how these 
content bans and filters affect access to this critical information among communities who have 
been traditionally stigmatized in health care and social settings (e.g. LGBTQ communities; 
especially LGBTQ communities of color).  
5.5.1.3 Research question 4 
 This is the first study to examine HIV/AIDS information use among YBGBM. One study 
conducted by Meadowbrooke et al. 2014 examined the use of information to make HIV-testing 
decisions among an ethnically diverse sample of primarily gay and bisexual men. In that study, 
Kari’s conceptualization of instrumental information (applying information) use (e.g. “the 
application of a tool or resource in a given process) was adopted. This study adopted two of 
Kari’s conceptualizations of information use: applying information and effects of information.  
The survey assessed the use of HIV/AIDS information to make decisions that lead to action (e.g. 
applying information) regarding HIV protective and risk reduction behaviors (e.g. to find 
HIV/STI screening locations, screening for HIV and other STIs, to discuss HIV status with 
sexual partners, to speak with a doctor or health care provider about PrEP). In comparison, the 
interview data assessed HIV/AIDS information use as the change brought about the HIV/AIDS 
information acquired (Kari, 2010).  
 Figure 32 depicts HIV/AIDS information use (effects of information) among participants. 
The primary reaction participants had after acquiring HIV/AIDS information was to share and 
exchange the information within their social and sexual networks. Quite often, the HIV/AIDS 
information was shared/exchanged in serodiscordant relationships, or by a person with first-hand 
experience adopting HIV protective and risk reduction behaviors to educate an individual who 
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was skeptical or hesitant to adopt these behaviors. The first-hand expertise of the person sharing 
the information was frequently noted by participants as a factor which helped to minimize 
skepticism and hesitation associated with accepting the legitimization of HIV/AIDS information, 
and the adoption of HIV protective and risk reduction behaviors (e.g. use of HIV medicines for 
prevention and treatment of HIV infection). This finding is supported by previous research 
literature examining the dynamics of HIV/AIDS information networks among people living with 
HIV (Veinot, 2009). Future research should examine the dynamics of HIV/AIDS information 
networks among YBGBM which are comprised of people living with HIV, HIV negative 
individuals (PrEP and non-PrEP users), and status unknown individuals.  
While receiving HIV/AIDS information from BGBM who had first-hand experience 
adopting HIV protective and risk reduction behaviors has led some to also adopt these behaviors, 
it may also dissuade some YBGBM; BGBM with negative experiences adopting HIV protective 
and risk reduction behaviors or framing HIV/AIDS information in a way that makes it seem like 
the adoption of HIV protective and risk reduction behaviors is harmful to BGBM may lead to the 
spread of misinformation. For example, LGBTQ activists, the Gay & Lesbian Alliance Against 
Defamation (GLAAD), public health professionals, interventionists, and physicians have 
recently (2019, 2020) called on Facebook to remove misleading advertisements about PrEP due 
to fears that these ads are threatening the progress to end the HIV epidemic (Daskalakis, 
Blackstock, & Holland, 2019; Nunn et al., 2020). Some of the advertisements claim that PrEP 
(Truvada and Descovy) drug manufacturer Gilead Sciences has developed a “safer, less toxic 
version on their drugs but kept it a secret for over a decade.” Other advertisements spread false 
information about the safety of PrEP and frame the information in a way that overstates the rare 
side-effects associated with using the drug (e.g., renal failure and substantial bone loss) and 
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makes them seem common (Daskalakis, Blackstock, & Holland, 2019; Advocacy Alliance 
Group, 2019; Lawsuit Watch, 2019; Nunn et al., 2020). A review of the Facebook archive 
reveals that many of these advertisements have been purchased by personal-injury attorneys and 
entities affiliated with them. Facebook pages under names like: ‘Consumer Safety Watch’, 
‘Lawsuit Watch’, and ‘Advocate Alliance Group’ encourage people who may have “suffered 
Kidney or Bone Damage after Truvada/PrEP” to reach out for potential financial compensation. 
Some of these ads have received over one million views. After public outcry and months of 
advisement from activists’ and GLAAD, a non-governmental media monitoring organization 
founded by LGBTQ people working in media, to remove the advertisements, as of January 2020 
Facebook has finally begun to flag some of these advertisements as having misleading or false 
information. However, as the screenshots below demonstrate, many of these advertisements 
remain and offer no such qualifier (Romm, 2019). These advertisements which spread 
misinformation about HIV preventive medicines may continue to stoke HIV/AIDS conspiracy 
beliefs and medical distrust, which have historically been commonplace among Black Americans 
and especially YBGBM due to the history of the medical abuses inflicted upon them and 
perpetuated by the US federal government, researchers, and physicians (see section 2.2.2.1; 





(Advocacy Alliance Group, Facebook, 2019) 
 
 
(Lawsuit Watch, Facebook, 2019) 
Like HIV positive participants who had no recollection of encountering HIV/AIDS 
information until after their diagnosis, some HIV negative participants shared that they could not 
recall encountering or receiving information about PrEP until they dated someone living with 
HIV (i.e. serodiscordant relationship) or they had a friend who was already using PrEP. To 
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address these information gaps, I suggest that HIV/AIDS information be destigmatized. To 
destigmatize HIV/AIDS information to encourage the adoption of HIV protective and risk 
reduction behaviors, the tone should be changed and it should be promoted as being part of 
everyone’s overall sexual health, not just BGBM (e.g. part of routine medical care). Recent 
television advertisements produced by Gilead Sciences, a pharmaceutical company who makes 
Truvada, featured a diverse cast of individuals including Black, Latino, and White gay and 
bisexual men, cisgender and transgender women of various ethnicities (Gorman, 2018). The 
‘Honestly’ advertisement campaign titled ‘Healthysexual’ promotes Truvada for all. Although, 
YBGBM experience the highest burden of HIV infection in the US and HIV transmission among 
this group can be diminished by PrEP use, they are not the only group who can benefit from the 
drug, and as the findings of this study indicate, most of the HIV/AIDS information is 
stigmatizing in part because it solely features BGBM and uses language that is critical of the 
sexual risk behaviors of this population. Future health promotion campaigns should market PrEP 
to all populations, and try not to center the sexual behaviors of these communities as 
promiscuous, but instead market it as an additional safety measure for all sexually active HIV-
negative individuals to consider for adoption.10 
  
                                                          
10 It is important to note that only Truvada for PrEP has been approved for all individuals. Descovy for PrEP has not 
been approved for individuals who engage in receptive vaginal intercourse.  
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5.5.2 Aim II. Motivators/deterrents of HIV protective and risk reduction behavior adoption  
The second aim of this study is to identify the factors which motivate or deter the 
adoption of HIV protective and risk reduction behaviors. There are three related research 
questions under this aim: 
5) What are motivators of screening for HIV and other STIs among YBGBM?  
6) What are deterrents of screening for HIV and other STIs among YBGBM?  
7) What are motivators of PrEP uptake among YBGBM? 
5.5.2.1 Research questions 5 & 6  
 Overall, findings from the study indicate the primary motivators of HIV/STI screening 
among participants were: increased access to HIV/STI screening, peer-support for HIV/STI 
screening, and health anxiety related to their potential contraction of HIV or another STI 
(especially following an event which may be indicate HIV/STI exposure). Increased access to 
HIV/STI screening included: low-cost services and convenient HIV/STI screening locations. 
Participants described peer support for HIV/STI screening as: being encouraged to be screened 
for HIV/STIs by a friend or romantic partner, seeing members of their online social networks 
openly discuss/encourage HIV/STI screening, and obtaining HIV/STI screening with their 
friends/romantic partners (especially at events offering free screening). These findings are 
consistent with literature reporting a positive association between social support and HIV 
screening among Black gay and bisexual men (Scott et al. 2014). These study findings implicate 
the potential efficacy of utilizing the online and offline social networks of YBGBM to 
disseminate and share HIV/AIDS information and messages encouraging their engagement along 
the HIV prevention and care continua. Future HIV/AIDS prevention and care interventions 
should consider this medium and method for diffusing this critical information. Specifically, free 
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and low-cost HIV/STI screening should be more accessible to YBGBM living in areas with a 
high density of HIV/STI infections. Interventions developed to increase HIV/STI screening 
should incentivize individuals who bring a friend, romantic, or sexual partner to be screened with 
them. Furthermore, technologies developed to encourage or promote HIV/STI screening should 
include a component that helps YBGBM build skills for discussing HIV/STI screening with their 
romantic and casual sexual partners.  
 The study suggests that deterrents to HIV/STI screening among YBGBM include fear of 
knowing their HIV serostatus and being in a monogamous relationship. While both survey and 
interview participants reported fear of knowing their HIV status as a deterrent to screening for 
HIV infection and other STIs, analysis of interview data revealed that this fear is rooted in 
anticipated HIV stigma; in addition to, long-term medical treatment and navigating dating and 
relationships as an HIV-positive person. What may help to address this fear among HIV negative 
and status unknown HIV negative YBGBM are HIV prevention interventions and health 
promotion campaigns that feature the experiences of HIV-positive YBGBM and YBGBM who 
are screened for HIV and other STIs regularly. In my experience as an HIV/AIDS educator, 
peer-led education programs/interventions which center individuals with first-hand experience 
living with HIV or utilizing HIV prevention methods are effective for encouraging the adoption 
of HIV protective and risk reduction behaviors. This could help curb the fears associated with 
HIV/STI screening. Being in a monogamous relationship was also found to be a deterrent to 
HIV/STI screening among this sample. To potentially overcome this deterrent, YBGBM should 
receive information about skills building exercises for navigating discussions in their relationship 
about the importance of being screened regularly even while in a presumably monogamous 
relationship. Navigating these conversations may be difficult, because partners may feel that 
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being screened for HIV while in a relationship is indicative of infidelity and feel that trust in 
their relationship is lacking. However, equipping YBGBM with skills building information to 
navigate these conversations and encourage joint, regular HIV/STI screening is critical, because 
previous research has found one-third to two-thirds of HIV infections are estimated to occur in 
presumably monogamous among gay and bisexual in the US (Stephenson, White, Darbes, Hoff, 
& Sullivan, 2014). There is a need for couples oriented HIV prevention interventions that 
address the underestimation of HIV risk among YBGBM in relationships. Other top deterrents to 
HIV/STI screening among this study sample was intersectional stigma experienced in healthcare 
settings, in the Black community, and in predominately white gay communities. The study 
findings related to intersectional stigma as a deterrent to HIV/STI screening are consistent with 
research literature which found it to be both a structural and psychosocial deterrent to 
engagement along the HIV prevention and care continua among YBGBM (Arnold et al., 2014; 
Van Sluytman et al., 2015). Several steps can be taken to address intersectional stigma as a 
deterrent to HIV/STI screening. First, open and supportive patient-provider communications can 
encourage HIV/STI screening among YBGBM. Health care providers should undergo anti-
racism and cultural sensitivity training, and be trained to discuss same sex sexual behaviors with 
YBGBM; health care providers should not presume that their Black men patients are 
heterosexual. Furthermore, all health care providers should be aware of PrEP, so that they know 
it may be a viable HIV prevention option to discuss with their YBGBM patients, especially those 
who have contracted an STI in the past. One way to destigmatize the utilization of HIV 
protective and risk reduction behaviors is for healthcare providers to discuss them as part of 
patients’ routine medical care. These recommendations are supported both by the study findings 
and extant literature that show receiving a recommendation to be screened for HIV/STIs from a 
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healthcare provider is strong predictor of the utilization of HIV/STI screening among YBGBM. 
(Petroll & Mosack, 2011; Petroll et al., 2009). Researchers have also found that YBMSM and 
health care providers who recognize sexual health as an important component of routine medical 
care are less likely to miss opportunities to assess HIV risk and obtain/recommend HIV testing 
and other preventative health measures (Dorell et al., 2011; Montaño, Phillips, Kasprzyk, & 
Greek, 2008; Tao, Irwin, & Kassler, 2000). The study found that participants also avoided 
HIV/STI screening because they were afraid of people in their communities finding out they 
were being screened for HIV/STIs, and about the publicness of screening locations. Future 
research should examine if motivators of HIV/STI screening (resiliency factors) are strong 
enough to overcome deterrents to HIV/STI screening. Additionally, HIV/AIDS prevention and 
treatment interventions should focus on mitigating against the effects of intersectional stigma 
that YBGBM may experience.  
5.5.2.2 Research question 7 
 Survey findings indicated the primary reasons some participants took PrEP were to 1) 
minimize their risk for acquiring HIV infection, 2) the low cost of a PrEP prescription, and 3) a 
recommendation from a doctor or healthcare provider. Interviews provided rich data which 
helped to elaborate on the survey findings. The low cost of a PrEP prescription was due to 
insurance coverage or a voucher (co-pay coupon) provided by Truvada drug manufacturer Gilead 
Sciences. Participants sought information about the cost of PrEP, specifically regarding 
insurance coverage, online and from a doctor/health care provider, or a friend. Participants took 
PrEP to reduce their risk of acquiring HIV infection, and reported using it in addition to being 
screened for HIV and using condoms. Something that was captured by interview data that was 
not explored in the survey were the commonness of serodiscordant relationships among 
148 
 
YBGBM. HIV negative participants who took PrEP reported being in a serodiscordant 
relationship, and that they began taking PrEP after being in the relationship. Furthermore, several 
participants learned about PrEP after an HIV positive romantic partner suggested they seek out a 
PrEP prescription, or an HIV negative friend who was using PrEP and had also experienced 
dating HIV positive men encouraged them to begin taking PrEP.  Even though several 
participants reported hearing about PrEP from a doctor/health care provider in the past, they did 
not begin using PrEP until obtaining information from other YBGBM who had first-hand 
experience using PrEP. This is consistent with earlier findings in this dissertation related to the 
value of HIV/AIDS information which comes from someone with first-hand expertise of 
adopting an HIV protective and risk reduction behavior. Future research should explore how 
participants acquire HIV/AIDS information from “first-hand” sources (e.g. individuals who have 
adopted HIV protective and risk reduction behaviors, people living with HIV, etc.) and evaluate 
if these types of sources are associated with the adoption of HIV protective and risk reduction 
behaviors.  
5.2 Limitations  
 The study has several limitations that should be considered in interpreting and applying 
its findings. First, there was a problem in recruiting the study sample. While the study was 
intended to include a sample size representative of the population of Black gay and bisexual men 
living in the state of North Carolina, it fell short of reaching the target survey sample size of 164 
respondents. The target survey sample size was based on data from the American Community 
Survey (ACS) 2012-2016 ACS Survey 5-year estimates, there are 2,137,131 Black Americans 
living in North Carolina. Grey et al. (2016) used data from the ACS survey to estimate the 
population sizes of MSM in the U.S. Based on their findings, there are an estimated 103,009 
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MSM living in North Carolina, which is 2.9% of the population of adult men living in North 
Carolina, and 2.3% of the total population of MSM living in the United States. Based on these 
estimates, I estimate that there are about 61,977 Black MSM living in North Carolina, which is 
2.9% of the Black American population of North Carolina. I set the confidence level at 80% and 
the margin of error at +/- 5% to determine that 164 respondents were needed. There are a few 
possible reasons that might have caused the recruiting issues. First, YBGBM are a notoriously 
hard-to-reach population (Coombs et al., 2014). Low enrollment of this population in health-
related research has been linked to mistrust of health-related research, low awareness of studies, 
and privacy concerns (Coombs et al., 2014). Second, several members of my community 
advisory board shared that YBGBM may have study fatigue due to the number of large 
universities in the area conducting HIV clinical trials and other HIV/STI-related research among 
this population. Thirdly, the incentives offered in this study may have been far less in 
comparison to the incentives offered by better funded research studies (e.g. R01 NIH grants). 
Due to the limited number of survey respondents, the study increased the number of interview 
participants.  
 Another limitation of this study is that most of the sample resides in urban areas (e.g. 
64% in comparison to 21.6% living in rural and 14.4% living in a regional city or suburban area), 
thus the generalizability of this study to other YBGBM living in rural areas of North Carolina is 
limited. Although several methods for recruitment were used, there were far less flyers posted in 
rural areas in comparison to urban and suburban areas due to my inability to physically travel to 
rural areas to recruit participants. Finally, many of the HIV-positive participants in the study 
were recruited from HIV clinics (UNC Center for AIDS Research) and community-based 
organizations and thus may not be reflective of the population of YBGBM in North Carolina 
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who are out of care. A strength of this study is the use of a self-administered, online survey to 
collect data, which may have helped to reduce response bias (Groves et al., 2011; 
Meadowbrooke et al., 2014).  
5.3 Significance and Implications  
 Despite these limitations, this study is the first to investigate how and why YBGBM, the 
population who experiences a disproportionate burden of HIV infection in the United States 
(US), acquire, interact with, and apply HIV/AIDS information, and how those information 
behaviors occur as they make decisions about engagement along the HIV prevention and care 
continua. Furthermore, it contributes to a limited body of work which examines the role of 
information behaviors in health behavior formation and change (Meadowbrooke et al. 2014). 
This research begins to lay the foundation for future research incorporating models and 
theoretical frameworks of information behavior in the design of HIV behavioral research. The 
study highlights the main sources and channels of HIV/AIDS information acquired by YBGBM, 
and factors which motivate/deter their access and application of this information (e.g. application 
refers to the adoption of HIV protective and risk reduction behaviors). Thus, this work has 
implications for the dissemination of HIV/AIDS information, keeping in mind the discordance 
between the most readily accessible sources, the Internet and social network members, and the 
preferred and most trusted sources. The use of social media sites to build communities of 
peer/social support among YBGBM cannot be understated. These platforms impact HIV/AIDS 
information access and acquisition among YGBGM, especially among those who may have 
limited access to this information in their communities offline and in venue-based settings. 
Furthermore, this study highlights the high value placed on HIV/AIDS information which comes 
from an individual who has first-hand experience of either living with HIV, using HIV medicines 
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(e.g. for prevention or treatment), or obtaining HIV prevention and treatment services from a 
doctor or health care provider. 
5.3.1 Informatics implications 
  The American Medical Informatics Association (AMIA) defines informatics as: “the 
science of how to use data, information and knowledge to improve human health and the 
delivery of health care services.” Health informatics “applies principles of computer and 
information science to the advancement of life sciences research, health professions education, 
public health and patient care. Often confused with data science, big data, health information 
management and data analytics, informatics is the overarching field of study that pulls all these 
subdomains into one discipline focused on improving health and healthcare. It builds on 
computing, communication and information sciences and technologies and their application in 
biomedicine.”  (AMIA, 2020). This definition supports the central role of health informatics in 
utilizing information and knowledge, and applying theories and methods of information science 
to improve the health of individuals and delivery of healthcare services. An understanding of the 
HIV/AIDS information behaviors of YBGBM, and factors which motivate or deter their 
utilization of HIV prevention and care services, and thus, adoption of HIV protective and risk 
reduction behaviors is foundational to providing support.  
 Having a more accurate understanding of how YBGBM access and interact with 
HIV/AIDS information could: 1) improve the design and development of culturally-tailored 
HIV/AIDS information and educational materials, 2) improve the dissemination of HIV/AIDS 
information and messages promoting engagement along the HIV prevention and care continua 
among YBGBM, and 3) equip healthcare providers with knowledge of the types of HIV/AIDS 
resources their YBGBM patients like to consult when making decision about the adoption of 
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HIV protection and risk reduction behaviors. HIV/AIDS information seeking and encountering 
can lead YBGBM to make informed health care decisions by increasing their participation in 
health management. The HIV/AIDS information they acquire may affect their communication 
with doctors/healthcare providers, and thus also affect their relationship with these providers. To 
assist these patients, there is a need for a health information infrastructure for shared decision-
making between patients and the healthcare system, and for patients to share direct 
input/feedback about the development and communication of HIV/AIDS information targeting 
YBGBM (Lorence, Park, & Fox, 2006). The findings of this study related to the HIV/AIDS 
information behaviors of YBGBM provide evidence of factors that should be considered in the 
design of a health information infrastructure for communities of Black gay and bisexual men in 
the state of North Carolina. 
 This study also provides evidence that online HIV/AIDS information, especially 
HIV/AIDS information on social media sites and geospatial dating applications, may be a 
valuable medium to promote HIV/AIDS protective and risk reduction behaviors and deliver 
interventions to YBGBM. Participants in this study shared that their preferred and most trusted 
source of HIV/AIDS information were a doctor/healthcare provider; however, their most used 
source for this information was the Internet due to its accessibility. Additionally, participants 
were deterred from utilizing HIV prevention and treatment services due to privacy concerns and 
intersectional stigma. Potentially, doctors/health care providers could promote the use personal 
health records (PHRs) as an Internet-based way for these patients to access trust-worthy 
HIV/AIDS information, to utilize resources included in the PHR to accurately assess their 
HIV/AIDS risk, and make shared decisions about the best HIV protective and risk reduction 
behaviors for these patients to adopt. The use of PHRs hold promise for enhancing engagement 
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along the HIV prevention and care continua for individuals living with HIV and those at high 
risk for infection (Braitstein et al., 2009; Javier et al., 2019). The U.S. federal government 
demonstrated their investment in incentivizing health care systems to use PHRs and implement 
private and secure electronic health information exchange through its passage of the Health 
Information Technology for Economic and Clinical Health (HITECH) Act of 2009 (Health 
IT.gov, 2019). As noted by Javier et al. 2019, “they provide patients with a streamlined, secure 
method of accessing medical records and communicating with providers about their ongoing care 
plans” (p. 697).  
5.3.2. Public health implications  
 The study findings provide some evidence that YBGBM use HIV/AIDS information 
(especially online HIV/AIDS information) to make decisions about the adoption of HIV 
protective and risk reduction behaviors, and that peer-support for these behaviors is a motivator 
for health behavior formation and change. Participants especially valued first-hand experience 
HIV/AIDS information (e.g. HIV/AIDS information from YBGBM with experience adopting 
HIV protective and risk reduction behaviors). Thus, credible, trust-worthy, and culturally-
tailored HIV/AIDS information is a critical prerequisite to being motivated and behaviorally 
skilled to initiate and maintain HIV protective and risk reduction behaviors (John, Walsh, & 
Weinhardt, 2017). Public health stakeholders responsible for providing HIV/AIDS information 
should consider these findings, and give closer consideration of the information values and 
information behaviors of YBGBM in their efforts to promote engagement along the HIV 
prevention and care continua.  
 Finally, this study suggests that online, peer-driven HIV prevention and treatment 
interventions may be the opportune way to encourage engagement in HIV prevention and 
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treatment services among YBGBM. The study showed that 91.5% of participants used the 
internet to look for HIV/AIDS information in the past two years, and social media 
sites/geospatial dating applications were primary sources of incidentally encountered HIV/AIDS 
information. Furthermore, peer support was a top motivator for the adoption of HIV protective 
and risk reduction behaviors. This suggests that 1) social media sites and geospatial dating 
applications may support the delivery of HIV prevention and treatment interventions, and 2) peer 
opinion leaders (e.g. YBGBM with first-hand experience utilizing HIV/AIDS prevention and 
treatment services) should be included in the development and implementation of HIV 
prevention and treatment interventions. Future research and health behavior interventions 
targeting YBGBM could extract data from social media sites to tailor HIV/AIDS information in 
the future because they provide personalized information through user profiles, search queries, 
and tags which might improve the quality and delivery of this critical information (Fernandez-
Luque, Karlsen, & Bonander, 2011). Researchers should conduct research among YBGBM to 
assess the acceptability of extracting this publicly available data from the social web.  
5.4 Conclusion 
 This investigation of the HIV/AIDS information behaviors of YBGBM provide a more 
robust understanding of the role of information in the decision to adopt HIV protective and risk 
reduction behaviors. It provides an in-depth exploration of their sources and channels of 
HIV/AIDS information access, acquisition, communication, and application; furthermore, it 
provides insight into factors which motivate or deter the adoption of HIV protective and risk 
reduction behaviors and the utilization of HIV prevention and treatment services. The research 
study provides a more nuanced understanding of the information environments of YBGBM, and 
suggests an explanation for how these environments are shaped by the online and offline social 
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networks, communities, and institutions which this population engages both intentionally and 
unintentionally for HIV/AIDS information. The study findings presented can be useful for 
healthcare practitioners, health information providers, and public health interventionists who 
desire to equip YBGBM with the information, motivation, and behavioral skills necessary to 
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Information Behaviors on the HIV Protective and Risk Reduction Behaviors of Young, Black Men who have 
Sex with Men”. 
Please note that the Certificate expires on 12/13/2019. 
Please be sure that the consent form given to research participants accurately states the intended uses of 
personally identifiable information and the confidentiality protections, including the protection provided by the 
Certificate of Confidentiality with its limits and exceptions. 
 
If you determine that the research project will not be completed by the expiration date, 12/13/2019, you must 
submit a written request for an extension of the Certificate three (3) months prior to the expiration date.  If you 
make any changes to the protocol for this study, you should contact me regarding modification of this 
Certificate. Any requests for modifications of this Certificate must include the reason for the request, 
documentation of the most recent IRB approval, and the expected date for completion of the research project. 
Please advise me of any situation in which the certificate is employed to resist disclosure of information in 
legal proceedings.  Should attorneys for the project wish to discuss the use of the certificate, they may contact 
the Office of the NIH Legal Advisor, National Institutes of Health, at (301) 496-6043. 
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University of North Carolina at Chapel Hill 
conducting research known as 
"Closing the Knowledge-Behavior Gap: The Impact of Sexual Health Information Behaviors on the HIV 
Protective and Risk Reduction Behaviors of Young, Black Men who have Sex with Men" 
 
In accordance with the provisions of section 301(d) of the Public Health Service Act 42 U.S.C. 241(d), 
this Certificate is issued in response to the request of the Principal Investigator, Dr. Amelia Gibson, to 
protect the privacy of research subjects by withholding their identities from all persons not connected 
with this research. Dr. Amelia Gibson is primarily responsible for the conduct of this research, which is 
funded by: 
1. Foundation or non-profit organization: Medical Library Association; Clarivate Analytics  
 
Under the authority vested in the Secretary of Health and Human Services by section 301(d), all persons 
who: 
1. are enrolled in, employed by, or associated with University of North Carolina at Chapel Hill and its 
contractors or cooperating agencies, and 
 
2. have in the course of their employment or association access to information that would identify 
individuals, who are the subjects of the research, pertaining to the project known as “Closing the 
Knowledge-Behavior Gap: The Impact of Sexual Health Information Behaviors on the HIV 
Protective and Risk Reduction Behaviors of Young, Black Men who have Sex with Men”.              
 
3. are hereby authorized to protect the privacy of the individuals, who are the subjects of that research, 
by withholding their names and other identifying characteristics from all persons not connected with 
the conduct of that research. 
 
This behavioral research study examines the relationship between sexual health information behaviors 
and the decision to adopt HIV protective and risk reduction behaviors among young, Black men who have 
sex with men. Approximately 382 Black men who have sex with men between the ages of 18-34 living in 
the United States will be recruited to participate in the study. 
A Certificate of Confidentiality is needed because sensitive information will be collected during the 
course of the study. The certificate will help researchers avoid involuntary disclosure that could expose 
subjects or their families to adverse economic, legal, psychological and social consequences. 
 
The personally identifiable information of subjects will be coded using an identification number, and will 
be stored on a HIPAA-compliant server under SSL security. Identifiers will be stored separate from the 
research data, and will be kept in password secured files available only to the PI and key personnel. 
Identifiers will be destroyed when the study is completed. Survey and interview data will be kept 
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confidential, with responses labeled by an identification number available only to the PI and key 
personnel in password secured files. Data will be stored on a HIPAA-compliant server under SSL 
security. Audio recordings of interviews will be destroyed after transcription. Participants names will not 
be identified in any presentations, written reports, or research publications. Pseudonyms will be used in 
the case that a direct quote from interview or survey data is included in presentations, written reports, or 
research publications.    
This research begins on 09/13/2018, and is expected to end on 12/13/2019. 
As provided in section 301 (d) of the Public Health Service Act 42 U.S.C. 241(d): 
"Persons so authorized to protect the privacy of such individuals may not be compelled in 
any Federal, State, or local civil, criminal, administrative, legislative, or other proceedings to 
identify such individuals." 
 
This Certificate does not protect you from being compelled to make disclosures that: (1) have been 
consented to in writing by the research subject or the subject’s legally authorized representative; (2) are 
required by the Federal Food, Drug, and Cosmetic Act (21 U.S.C. 301 et seq.) or regulations issued under 
that Act; or (3) have been requested from a research project funded by NIH or DHHS by authorized 
representatives of those agencies for the purpose of audit or program review.   
This Certificate does not represent an endorsement of the research project by the Department of Health 
and Human Services.  This Certificate is now in effect and will expire on 12/13/2019. The protection 
afforded by this Confidentiality Certificate is permanent with respect to any individual who participates as 
a research subject (i.e., about whom the investigator maintains identifying information) during the time 
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Deputy Director 























APPENDIX C: SOCIAL MEDIA RECRUITMENT SCRIPTS 
 
For use on Twitter, Facebook, Tinder, Instagram, and GroupMe 
 
Are you a Black or African American man between the ages of 18-34 who has sex with men? Do 
you live in North Carolina? Join this study that explores sexual health information seeking and 
STD testing experiences. Eligible participants who complete a survey may be able to receive up 
to $75. Interested in participating? meganv@live.unc.edu 
 
Are you a Black or African American man between the ages of 18-34 who has sex with men? Do 
you live in North Carolina? Have you ever searched for sexual health information? Eligible 
participants who complete a survey may be able to receive up to $75. Interested in participating? 
meganv@live.unc.edu 
 
Are you a Black or African American man between the ages of 18-34 who lives in North 
Carolina, and has sex with men? Complete a survey about your sources of sexual health 
information and STD screening history. Participants may receive up to $75. Interested? 
meganv@live.unc.edu 
 
Are you a Black or African American man between the ages of 18-34 who lives in North 
Carolina, and has sex with men? Complete a survey about your sources of sexual health 
information and STD screening history. Interested? meganv@live.unc.edu 
 
This #NBHAAD we need your help understanding how and where you acquire sexual health information 
and your experiences accessing STI prevention & treatment services. Take the survey 
today! #northcarolina #blackmsm #hivtesting #stdtesting #prep #truvada #blackhistorymonth #blackgays 
#charlotte #winstonsalem #fayettevillenc #durham #chapelhill #hivresearch 
 
Take a brief online survey about how and where you find sexual health info and use of HIV/STI 
prevention and treatment services in NC. Incentives 
available! #PrEP #Truvada #TriPrEP #hiv #hivtesting #std #stdtesting #paidresearchstudy #paidresearch 
#shareyourknowledge #blackgaymen #rdu #charlotte #charlotteblackgaypride #btancharlotte #edgecombe
county #fayettevillenc #durham #greenville #westernnc 
 
Take a confidential, online survey about how and where you acquire sexual health information. Share 
your experiences and earn up to 
$110. #truvada #truvadawhore #hivinformation #uequalsu #hiv #std #gettested #prepisforeveryone #black
gaymen #blacktransmen #unc #duke #nccu #ncat #fayettevillestate #winstonsalemstate #paidresearch #su
rveyformoney #amazongiftcard #durham #wakeforest #raleigh #gaync 
 
I’m recruiting Black gay and bisexual men (ages 18-34) living in North Carolina for a paid research 












Hello ___________, my name is Megan Threats and I am a research assistant at the University of North 
Carolina at Chapel Hill. You are receiving this call because you consented to being contacted about future 
research studies affiliated with the University of North Carolina at Chapel Hill. I am calling to request 
your participation in a research study that I am conducting for my dissertation.  
 
I am currently looking for young, Black men between the ages of 18-34 living in the state of North 
Carolina to complete a confidential online, 20-minute survey. To obtain additional details about the study 
and to receive a link to the study website please return my call at your earliest convenience at {study 
phone number } or email me at my university email address: meganv@live.unc.edu.  
Thank you  
 
 
Person Answers  
 
Hello, my name is Megan, may I speak with ___________? Hi, ______________ How are you? I am a 
researcher at the University of North Carolina at Chapel Hill. You are receiving this call because you 
consented to being contacted about future research studies affiliated with the University of North Carolina 
at Chapel Hill. I am calling to request your participation in a research study that I am conducting for my 
dissertation.  
 
I am currently looking for young, Black men between the ages of 18-34 living in the state of North 
Carolina to complete a confidential online, 20-minute survey. Participants who complete the brief survey 
online may earn up to $110. May I have your email address so that I can send you a link to complete the 
survey?  
 
Thank you! I’ll send that over to you today!  
 
If participant asks, “What is the survey about?”  
 
The survey explores how and where young, Black gay, bisexual, and same gender loving men acquire 
HIV/AIDS  information, and their utilization of HIV/STD prevention and treatment services. The survey 
is only available for completion online. Participants who complete the brief survey may earn up to $110.  
Individuals who complete the survey will receive a $5 Amazon egift card and have the opportunity to 
enter a drawing for one of (2) $70 Amazon egift cards. The drawing is based on chance and each 
participant has equal odds of receiving a gift card. Additionally, individuals who complete the survey will 
have the opportunity to consent to be contacted in the future to participate in a follow-up interview. Each 
individual who is selected to participate in an interview will receive $35.  
 










Thank you for your interest in the study. My name is Megan Threats, and I am a Ph.D. student at 
the University of North Carolina at Chapel Hill. In my dissertation, I am interested in studying 
the impact of sexual health information behaviors on the utilization of HIV/STD testing. What 
do I mean by “sexual health information behaviors?” Sexual health information behaviors might 
include: looking for sexual health information online, obtaining sexual health information from a 
friend or family member, seeing pop-up ad about pre-exposure prophylaxis (PrEP) on social 
media sites, seeing signs advertising free HIV testing at an event, etc. 
 
I am specifically interested in learning about how your sexual health information behaviors may 
have influenced your decision to get tested for HIV or other STDs. I would also like to learn 
about your history of STD testing, and some of the reasons why you may or may not have been 
tested in the past. If you would like you to complete an online survey that can be completed 
using a laptop, desktop computer, smartphone or other mobile device. Each participant who 
completes the survey will receive a $5 Amazon eGift card, and be given the opportunity to enter 
a raffle to win one of (2) $70 Amazon eGift cards. 
 
To be eligible to participate in this study, you must meet all of the following criteria: 
• Black or African American 
• Age 18-34 
• A man who has sex with men 
• Reside in the state of North Carolina 
 
If you would still like to be considered for inclusion in the study after reading the description 
above, and believe that you meet the eligibility criteria for the study, please respond to this 
email. I will send you a confirmation email along with a link to the survey. 
 
Will you join me? 
If you don’t meet the criteria for this study, but know some who does, I would appreciate it if 
you would pass my invitation along! 
 






Please note: This study has been approved by the University of North Carolina at Chapel Hill 





APPENDIX F: INFORMED CONSENT TEXT EMBEDDED IN SURVEY 
 
 
University of North Carolina at Chapel Hill 
Consent to Participate in Research Study 
IRB Study # 18-0971 
Title of Study: Closing the Knowledge-Behavior Gap: The Impact of Sexual Health Information 
Behaviors on the HIV Protective and Risk Reduction Behaviors of Young, Black Men Who Have Sex 
with Men 
 
Principal Investigator: Megan Threats 
Principal Investigator Department: School of Information and Library Science 
Principal Investigator Email Address: meganv@live.unc.edu 
Faculty Advisor: Amelia Gibson 
Faculty Advisor Contact Information: angibson@email.unc.edu or 919-962-0033 
Funding Source and/or Sponsor: Clarivate Analytics / Medical Library Association 
  
What are some general things you should know about research studies? 
You are being asked to take part in a research study.  To join the study is voluntary. 
You may refuse to join, or you may withdraw your consent to be in the study, for any reason, without 
penalty. 
  
Research studies are designed to obtain new knowledge. This new information may help people in the 
future. You may not receive any direct benefit from being in the research study. There also may be risks 
to being in research studies. 
 
Details about this study are discussed below.  It is important that you understand this information so that 
you can make an informed choice about being in this research study.  
If you do not understand something in this text it is your right to ask the researcher for clarification or 
more information. If at any time you have questions about your participation, do not hesitate to contact 
the Principal Investigator named above. 
  
What is the purpose of this study? 
 
The purpose of this research study is to understand how sexual health information and technologies 
influence the utilization of HIV testing, STD testing, pre-exposure prophylaxis (PrEP) use, and the 
adoption of other HIV protective and risk reduction behaviors among young, Black men who have sex 
with men. The principal investigator is investigating how and where sexual health information is sought, 
encountered, acquired, and used to make decisions about the adoption of HIV protective and risk 
reduction behaviors; especially using mobile phones, social networking sites, and dating apps.  
 
The information that is learned during this study may help public health officials understand what sexual 
health information and support needs you have when trying to utilize HIV prevention, treatment, and care 
services. This may lead to improved information and support services that aim to minimize barriers to 






What will happen if you take part in the study? 
If you agree to participate in this study, you will be asked a series of questions related to your sexual 
health information behaviors (e.g. information seeking, sources of sexual health information) and 
adoption of HIV risk reduction behaviors (e.g., HIV testing, testing for other STDs, PrEP use). The 
survey contains a series of questions. Depending on answers to the questions, participants may end up 
answering less questions. It is estimated to take 20 minutes to complete. You do not have to complete the 
survey in one sitting. You will be able to save in-progress surveys and return later for completion. 
Participants who complete the survey will also be given the option to participate in a follow-up interview. 
Follow-up interviews will be scheduled for a later date. If you agree to participate in a follow-up 
interview you will be directed to submit contact information at the end of the survey. 
  
What are the possible risks or discomforts involved from being in this study? You are being asked to 
share sensitive information regarding your HIV protective and risk reduction behaviors and sexual 
behavior to determine eligibility for the study (e.g., men who have sex with men). To ensure the 
protection of your information, the researcher has obtained a Certificate of Confidentiality from the 
National Institutes of Health. 
What is a Certificate of Confidentiality?  
This research is covered by a Certificate of Confidentiality. With this Certificate, the researchers may not 
disclose or use information, documents or biospecimens that may identify you in any federal, state, or 
local civil, criminal, administrative, legislative, or other proceedings in the United States, for example, if 
there is a court subpoena, unless you have consented for this use. 
 
The Certificate cannot be used to refuse a request for information from personnel of a federal or state 
agency that is sponsoring the study for auditing or evaluation purposes or for information that must be 
disclosed in order to meet the requirements of the federal Food and Drug Administration (FDA). 
 
The Certificate of Confidentiality will not be used to prevent disclosure as required by federal, state, or 
local law, such as mandatory reporting requirements for child abuse or neglect, disabled adult abuse or 
neglect, communicable diseases, injuries caused by suspected criminal violence, cancer diagnosis or 
benign brain or central nervous system tumors or other mandatory reporting requirement under applicable 
law. The Certificate of Confidentiality will not be used if disclosure is for other scientific research, as 
allowed by federal regulations protecting research subjects or for any purpose you have consented to in 
this informed consent document. 
 
You should understand that a Certificate of Confidentiality does not prevent you from voluntarily 
releasing information about yourself or your involvement in this research. If an insurer, employer, or 
other person obtains your written consent to receive research information, then the researchers may not 
use the Certificate to withhold that information. 
 
Information protected by this Certificate cannot be disclosed to anyone else who is not connected with the 
research except, if there is a federal, state, or local law that requires disclosure (such as to report child 
abuse or communicable diseases but not for federal, state or local civil, criminal, administrative, 
legislative, or other proceedings). 
  
All information you share will be kept confidential, with responses labeled by an identification number 
available only to me in password secured files. You may be asked to share your contact information for a 
follow-up interview, but no personal identifiable information will be shared with others. 
 
What are the possible benefits from being in this study? 
 
Participants will be contributing to the understanding of how sexual health information and technologies 
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may influence the adoption of HIV protective and risk reduction behaviors among  
young, Black men who have sex with men. This information can help inform the design of technology-
based HIV prevention and treatment interventions aimed at encouraging the adoption of HIV protective 
and risk reduction behaviors. 
  
How will information about you be protected? 
All information you share will be kept confidential, with responses labeled by an identification number 
available only to the principle investigator in password secured files. You may be asked to share your 
contact information for a follow-up interview, but no personal identifiable information will be shared with 
others. Only I will have access to your data. No personally identifiable information of participants will be 
included in any report or publication about this study. 
  
What if you want to stop before your part in the study is complete? 
You can withdraw from this study at any time, without penalty. The investigators also have the right to 
stop your participation at any time. This could be because you have had an unexpected reaction, or have 
failed to follow instructions, or because the entire study has been stopped. 
  
Compensation 
If you complete the full survey, you will receive a $5 Amazon eGift card and may enter into a drawing for 
one of (2) $70 Amazon eGift cards. The drawing is based on chance and each participant has equal odds 
of receiving a gift card. Each participant who completes a follow-up interview will receive a $35 Amazon 
eGift card. 
 
What if you have questions about this study? 
You have the right to ask, and have answered, any questions you may have about this research. If you 
have questions about the study (including payments), complaints, concerns, or if a research-related injury 
occurs, you should contact the principal investigator at meganv@live.unc.edu.  
 
What if you have questions about your rights as a research participant? 
All research on human volunteers is reviewed by a committee that works to protect your rights and 
welfare.  If you have questions or concerns about your rights as a research subject, or if you would like to 
obtain information or offer input, you may contact the Institutional Review Board at 919-966-3113 or by 
email to IRB_subjects@unc.edu. 
 
I consent, begin the survey 











This is a survey for a research study that seeks to understand how sexual health information and 
technologies influence the utilization of HIV testing, STD testing, and pre-exposure prophylaxis (PrEP) 
use among young, Black men who have sex with men. I am seeking Black or African American men who 
have sex with men living in the state of North Carolina to participate. To see if you are eligible, please 
complete the screener on the next page.  
  
If the screener determines that you are eligible, you will be directed through a consent page to learn more 
about the study. If you consent to participate in the study, you will then be directed to the survey which 
will take about 20 minutes to complete.  
 
Once you complete the survey, you may provide your email address to receive a $5 Amazon eGift card. 
Additionally, you may enter into a drawing for one of (2) $70 Amazon eGift cards. The drawing is based 
on chance and each participant has equal odds of receiving a gift card.  
  
At the end of the survey, you will be given the option to consent to be contacted in the future to 
participate in a follow-up interview. Each individual who is selected to participate in an interview will 
receive $35.  
 
I’d like to thank you for your interest in this study. All information you provide will be kept confidential. 
First, I will ask you a few questions about yourself and then the computer will determine if you are 
eligible to participate in the survey. 
 
Q1: Please indicate your age group 
• 18-25 
• 25-34 
• 35-50 (this age demographic ineligible to participate. If selected, will be sent to end of survey) 
Q2: What is your age: ________ 
Q3: Do you consider yourself Black or African American? 
• Yes 
• No 
Q4: Choose one or more races that you consider yourself to be: 
• American Indian or Alaska Native 
• Asian 
• Black or African American 
• Native Hawaiian or Pacific Islander 
• White 
• Other: _____________ 
 
Q5: Are you Hispanic, Latino, or Spanish or none of these? (select which you are if yes selected) 
• Yes 
• None of these 
 
Q6: What city do you currently live in? _____________________ 
 




Q8: What was your biological sex assigned at birth? (on your birth certificate) 
• Male 
• Intersex/ambiguous  
• Female 




• Gender non-confirming 
• Other 
 











APPENDIX H: SURVEY 
 
Q1 Q1. Which of the following best describes your sexual orientation? 
o Homosexual (gay)  (2)  
o Bisexual  (3)  
o Heterosexual (straight)  (1)  
o Other  (4) ________________________________________________ 
o Don't Know  (5)  
Q2 Q2. What is the highest level of school you have completed or the highest degree you have 
received?  
o Never attended school  (1)  
o Grades 1-8  (2)  
o Grades 9-11  (3)  
o High school graduate (high school diploma or equivalent including GED)  (4)  
o Some college but no degree  (5)  
o Associate degree in college (2-year)  (6)  
o Bachelor's degree in college (4-year)  (7)  
o Master's degree  (8)  
o Doctoral degree  (9)  




Q3 Q3. Which statement best describes your current employment status? 
o Employed full-time  (1)  
o Employed part-time  (2)  
o Full-time student  (9)  
o Retired  (5)  
o Unable to work for health reasons  (6)  
o Not working (temporary layoff from a job)  (3)  
o Not working (looking for work)  (4)  
o Prefer not to answer  (8)  
o Not working (other)  (7) ________________________________________________ 
Q4 Q4. Would you please give your best guess? Please indicate the answer that includes your 
entire household income in (previous year) before taxes. 
o $0 to $4,999  (1)  
o $5,000 to $9,999  (2)  
o $10,000 to $12,499  (3)  
o $12,500 to $14,999  (4)  
o $15,000 to $19,999  (5)  
o $20,000 to $24,999  (6)  
o $25,000 to $29,999  (7)  
o $30,000 to $34,999  (8)  
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o $35,000 to $39,999  (9)  
o $40,000 to $49,999  (10)  
o $50,000 to $59,999  (11)  
o $60,000 to $69,999  (12)  
o $70,000 to $79,999  (13)  
o $80,000 to $89,999  (14)  
o $90,000 to $99,999  (15)  
o $100,000 to $149,999  (16)  
o $150,000 or more  (17)  
o Prefer not to say  (18)  
 
End of Block: Demographics 
 
Start of Block: Healthcare coverage 
 
Q5 Q5. Do you currently have health insurance or health care coverage? 
o Yes  (1)  
o No  (2)  
 
 
Display This Question: 




Q6 Q6. What kind of health insurance or coverage do you currently have? 
o Private health insurance (purchased directly or through an employer)  (1)  
o Medicaid  (2)  
o Some other government plan  (3)  
o Veterans Affairs coverage  (4)  
o Some other health insurance  (5) 
________________________________________________ 
o Don't Know  (6)  
 
End of Block: Healthcare coverage 
 
Start of Block: Technology usage 
 
Q7 Q7. When you use the Internet, do you access it through…. (choose ALL that apply) 
▢ A regular dial-up telephone line  (1)  
▢ Broadband such as DSL, cable, or FiOS  (2)  
▢ A cellular network (i.e., phone, 3G/4G)  (3)  






Q8 Q8. Do you ever access the Internet through a desktop computer? 
o Yes  (23)  
o No  (24)  
 
 
Display This Question: 
If Q8. Do you ever access the Internet through a desktop computer? = Yes 
 
Q8b How often do you access the Internet through each of the following? 
 Daily (1) Sometimes (2) Never (3) Not applicable (4) 
Desktop 
computer at 





o  o  o  o  
Desktop 
computer in a 




center or other 
public space (7)  
o  o  o  o  
Desktop 
computer at work 







Q9 Q9. Do you ever access the Internet through a laptop computer? 
o Yes  (23)  
o No  (24)  
 
 
Display This Question: 
If Q9. Do you ever access the Internet through a laptop computer? = Yes 
 
Q9b. How often do you access the Internet through each of the following? 
 Daily (1) Sometimes (2) Never (3) Not applicable (4) 
Laptop computer 





o  o  o  o  
Laptop computer 
in a library (3)  o  o  o  o  
Laptop computer 
in community 
center or other 
public space (4)  
o  o  o  o  
Laptop computer 







Q10 Q10. Do you ever access the Internet through a mobile or gaming device? 
o Yes  (23)  
o No  (24)  
 
 
Display This Question: 
If Q10. Do you ever access the Internet through a mobile or gaming device? = Yes 
 
Q10b How often do you access the Internet through each of the following? 
 Daily (1) Sometimes (2) Never (4) Not applicable (5) 
On a mobile device (cell 
phone/smartphone/tablet 
(1)  o  o  o  o  
On a gaming device 
(PlayStation, X Box, 
Nintendo) or Smart TV 
(2)  




Q11 Q11. Please indicate if you have each of the following: 
 Yes (1) No (2) 
Tablet computer like an iPad, 
Kindle Fire, Motorola Xoom 
(1)  o  o  
Smartphone, such as an 
iPhone, Android, or Windows 
phone (2)  o  o  
Basic cell phone only (3)  o  o  
Desktop computer (4)  o  o  
Laptop computer (5)  o  o  
 
 
End of Block: Technology usage 
 
Start of Block: HIV/STD information seeking 
 
Q12 Q12. Have you ever looked for information about HIV/AIDS or other STDs from any 
source, including books, websites, pamphlets, etc? (e.g. symptoms, prevention, treatment, HIV 
statistics) 
o Yes  (1)  
o No  (2)  
 
Skip To: End of Block If Q12. Have you ever looked for information about HIV/AIDS or other 





Q13 Q13. What type of information about HIV/AIDS have you looked for? (choose ALL that 
apply) 
▢ HIV symptoms  (1)  
▢ HIV transmission  (2)  
▢ HIV prevention  (3)  
▢ Pre-Exposure prophylaxis (PrEP, Truvada)  (4)  
▢ Post-Exposure prophylaxis (PEP)  (5)  
▢ Types of HIV testing available (rapid test, home self testing kit)  (6)  
▢ HIV testing locations  (7)  
▢ HIV statistics  (8)  
▢ HIV treatment  (9)  




Q14 Q14. What type of information about STDs have you looked for? (choose ALL that apply) 
▢ STD symptoms  (1)  
▢ STD transmission  (2)  
▢ STD prevention  (3)  
▢ STD testing locations  (4)  
▢ STD statistics  (5)  
▢ STD treatment  (6)  






Q15 Q15. The most recent time you looked for information about HIV/AIDS, what type of 
information did you look for?  (select only one) 
o HIV symptoms  (1)  
o HIV transmission  (2)  
o HIV prevention  (3)  
o Pre-exposure prophylaxis (PrEP, Truvada)  (4)  
o Post-exposure prophylaxis (PEP)  (5)  
o Types of HIV testing available (rapid test, home self testing kit)  (6)  
o HIV testing locations  (7)  
o HIV statistics  (8)  
o HIV treatment  (9)  
o Other  (10) ________________________________________________ 
Q16 Q16. The most recent time you looked for information about STDs what type of 
information did you look for? (select only one) 
o STD transmission  (1)  
o STD prevention  (2)  
o STD testing locations  (3)  
o STD statistics  (4)  




o Other  (6) ________________________________________________ 
Q17 Q17. The most recent time you looked for information about HIV/AIDS or other STDs, 
where did you go first? (select only one) 
o Book  (1)  
o Brochure, pamphlet, etc.  (2)  
o Community organization  (3)  
o Family  (4)  
o Friend/Co-worker  (5)  
o Doctor or health care provider  (6)  
o Internet  (7)  
o Library  (8)  
o Magazine  (9)  
o Newspaper  (10)  
o Telephone information number  (11)  






Q18 Q18. In the past 2 years, where have you looked for information about HIV/AIDS or other 
STDs? (choose ALL that apply) 
▢ Book  (1)  
▢ Brochure, pamphlet, etc.  (2)  
▢ Community organization  (3)  
▢ Family  (4)  
▢ Friend/Co-worker  (5)  
▢ Doctor or health care provider  (6)  
▢ Internet  (7)  
▢ Library  (8)  
▢ Magazine  (9)  
▢ Newspaper  (10)  
▢ Telephone information number  (11)  
▢ Other  (12) ________________________________________________ 
 
 
If you could ask two questions about your health, what would those questions be? 
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Q19 Q19. In general, how much would you trust information about HIV/AIDS or other STDs 
from each of the following?  
 Not at all (1) A little (2) Some (3) A lot (4) 
A doctor (1)  o  o  o  o  
Family/friends/co-
worker (2)  o  o  o  o  
Newspaper or 
magazine (3)  o  o  o  o  
Internet (4)  o  o  o  o  





Q20 Q20. In general, how much would you trust information about HIV/AIDS or other STDs 
from each of the following? 
 Not at all (1) A little (2) Some (3) A lot (4) 
Television (1)  o  o  o  o  
Government 
health agencies 
(2)  o  o  o  o  
LGBTQ 
organizations (3)  o  o  o  o  
Religious 
organizations 
and leaders (4)  o  o  o  o  
Community 







Q21 Q21. What is your preferred source for information about HIV/AIDS or other STDs? 
o Book  (1)  
o Brochure, pamphlet, etc.  (2)  
o Community organization  (3)  
o Family  (4)  
o Friend/Co-worker  (5)  
o Doctor or health care provider  (6)  
o Internet  (7)  
o Library  (8)  
o Magazine  (9)  
o Newspaper  (10)  
o Telephone information number  (11)  






Q23 Q22. The most recent time you looked for information about HIV/AIDS or other STDs 
what motivated your search? 
o Just curious  (1)  
o Need to know information for the future  (8)  
o Experiencing HIV/STD-like symptoms  (2)  
o Class assignment  (3)  
o Conversation with friend, family member, sexual or romantic partner  (4)  
o Saw an advertisement  (5)  
o Content on social media or social networking site  (6)  






Q22 Q23. In the past 2 years, when you looked for information about HIV/AIDS or other STDs, 
what motivated your search? (choose ALL that apply) 
▢ Just curious  (1)  
▢ Need to know information for the future  (2)  
▢ Experiencing HIV/STD-like symptoms  (3)  
▢ Class assignment  (4)  
▢ Conversation with friend, family member, sexual or romantic partner  (5)  
▢ Saw an advertisement  (6)  
▢ Content on social media or social networking site  (7)  
▢ Other  (8) ________________________________________________ 
 
End of Block: HIV/STD information seeking 
 
Start of Block: Online HIV/STD information seeking 
 
Q24 Q24. In the past 2 years, have you used the Internet to look for information about 
HIV/AIDS or other STDs? 
o Yes  (1)  
o No  (2)  
 
 
Display This Question: 
If Q24. In the past 2 years, have you used the Internet to look for information about 




Q25 Q25. The most recent time you looked for information about HIV/AIDS or other STDs on 
the Internet, where did you go first? 
o Search engine (e.g., Google, Bing, Yahoo)  (1)  
o Consumer health information website (e.g., WebMD, MedicineNet, Mayo Clinic)  (2)  
o Government health information website (e.g., CDC, MedlinePlus, AIDSinfo)  (3)  
o Social media site (e.g., Facebook, Twitter, Instagram)  (4)  
o Community organization website  (6)  
o Other  (5) ________________________________________________ 
 
 
Display This Question: 
If Q24. In the past 2 years, have you used the Internet to look for information about 
HIV/AIDS or ot... = Yes 
 
Q26 Q26. In the past 2 years, which sources have you used to look for information about 
HIV/AIDS or other STDs? (choose ALL that apply) 
▢ Search engine (e.g., Google, Bing, Yahoo)  (1)  
▢ Consumer health information website (e.g., WebMD, MedicineNet, Mayo Clinic)  (2)  
▢ Government health information website (e.g., CDC, MedlinePlus, AIDSinfo)  (3)  
▢ Social media site (e.g., Facebook, Twitter, Instagram)  (4)  
▢ Community organization website  (6)  
▢ Other  (5) ________________________________________________ 
 




Start of Block: HIV/STD information encountering 
 
IE In the past 2 years, have you received HIV/STD - related information (e.g. symptoms, 
prevention, and treatment) in the following ways? 
 
 
Q27 Q27. People give me HIV/STD information without me asking for it 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
 
Q28 Q28. I learn unexpected things about HIV/AIDS and STDs when I talk to other people 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
Q29 Q29. I learn unexpected things about HIV/AIDS and STDs when I watch television or read 
the newspaper 
o Never  (1)  
o A little  (2)  
o Some  (3)  






Q30 Q30. I learn unexpected things about HIV/AIDS and STDs when I listen to the radio or see 
advertisements when using public transportation (e.g., bus/bus stop advertisement) 
o Never  (1)  
o A little  (2)  
o Some  (3)  




Q31 Q31. I accidentally find information about HIV/AIDS and STDs while I look for 
information about other topics 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
 





Start of Block: Online HIV/STD information encountering 
Q32 Q32. I learn unexpected things about HIV/AIDS and STDs while browsing the Internet 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
Q33 Q33. I accidentally find information about HIV/AIDS and STDs while I look for 
information about other topics online 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
 
End of Block: Online HIV/STD information encountering 
 
Start of Block: HIV/STD testing information encountering 
 
Q34 Q34. I see advertisements for HIV or STD testing when using public transportation (e.g. 
bus, bus stop)  
o Never  (1)  
o A little  (2)  
o Some  (3)  






Q35 Q35. I see advertisements about HIV or STD testing while watching televison 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
Q36 Q36. I hear advertisements about HIV or STD testing while listening to the radio 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
 
End of Block: HIV/STD testing information encountering 
 
Start of Block: Online HIV/STD testing information encountering 
 
Q37 Q37. I see advertisements about HIV or STD testing while browsing the Internet  
o Never  (1)  
o A little  (2)  
o Some  (3)  






Q38 Q38. I see advertisements about HIV or STD testing while using social media sites or dating 
applications 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
 
 
Display This Question: 
If Q38. I see advertisements about HIV or STD testing while using social media sites or 
dating appli... = A little 
Or Q38. I see advertisements about HIV or STD testing while using social media sites or 
dating appli... = Some 
Or Q38. I see advertisements about HIV or STD testing while using social media sites or 




Q39 Q39. Choose one or more of the social media sites and/or dating applications where you 
have seen advertisements about HIV or STD testing: 
▢ Facebook  (1)  
▢ Twitter  (2)  
▢ Instagram  (3)  
▢ Snapchat  (4)  
▢ Grindr  (5)  
▢ Tinder  (6)  
▢ Jack'd  (7)  
▢ Other  (8) ________________________________________________ 
 
End of Block: Online HIV/STD testing information encountering 
 
Start of Block: PrEP information encountering 
 
Q40. Q40. I see advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while using public 
transportation (e.g., bus/bus stop advertisements) 
o Never  (1)  
o A little  (2)  
o Some  (3)  






Q41 Q41. I see advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while watching 
television 
   
o Never  (1)  
o A little  (2)  
o Some  (3)  




Q42 Q42. I hear advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while listening to 
the radio 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
 





Start of Block: Online PrEP information encountering 
 
Q43 Q43. I see advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while browsing the 
Internet   
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
Q44 Q44. I see advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while using social 
media sites or dating applications 
o Never  (1)  
o A little  (2)  
o Some  (3)  
o A lot  (4)  
 
 
Display This Question: 
If Q44. I see advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while using 
social media s... = A little 
Or Q44. I see advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while using 
social media s... = Some 
Or Q44. I see advertisements for Pre-exposure prophylaxis (PrEP, Truvada) while using 




Q45 Q45. Choose one or more of the social media sites and/or dating applications where you 
have seen advertisements for Pre-exposure prophylaxis (PrEP, Truvada)  
▢ Facebook  (1)  
▢ Twitter  (2)  
▢ Instagram  (3)  
▢ Snapchat  (4)  
▢ Grindr  (5)  
▢ Tinder  (6)  
▢ Jack'd  (7)  
▢ Other  (8) ________________________________________________ 
 
End of Block: Online PrEP information encountering 
 
Start of Block: HIV/STD information use 
 
Q46 Q46. In which of the following ways did you use the HIV/AIDS and STD information that 
you acquired in the past 3 years? 
Q47 Q47. Find a place to get tested for HIV 
o Yes  (1)  






Q48 Q48. Got tested for HIV 
o Yes  (1)  
o No  (2)  
 
 
Display This Question: 
If Q48. Got tested for HIV = Yes 
 
Q49 Q49. To begin treatment for HIV 
o Yes  (5)  
o No  (6)  
Q50 Q50. To discuss your HIV status with sexual partners 
o Yes  (1)  
o No  (2)  
Q51 Q51. To speak to a health care provider about Pre-exposure prophylaxis (PrEP, Truvada) 
o Yes  (1)  
o No  (2)  
 
Q52 Q52. To begin taking Pre-exposure prophylaxis (PrEP, Truvada) 
o Yes  (1)  






Q53 Q53. Find a place to get tested for an STD (chlamydia, syphilis, gonorrhea) 
o Yes  (1)  
o No  (2)  
 
 
Q54 Q54. Got tested for an STD (chlamydia, syphilis, gonorrhea) 
o Yes  (1)  
o No  (2)  
 
 
Display This Question: 
If Q54. Got tested for an STD (chlamydia, syphilis, gonorrhea) = Yes 
 
Q55 Q55. Please indicate each of the STDs for which you have been tested (choose ALL that 
apply) 
▢ Chlamydia  (1)  
▢ Syphilis  (2)  
▢ Gonorrhea  (3)  
 
 
Display This Question: 




Q56 Q56. Have you been treated for an STD? 
o Yes  (1)  
o No  (2)  
 
 
Display This Question: 
If Q56. Have you been treated for an STD? = Yes 
 
Q57 Q57. Please indicate each of the STDs for which you have received treatment (choose ALL 
that apply) 
▢ Chlamydia  (1)  
▢ Syphilis  (2)  
▢ Gonorrhea  (3)  
 
End of Block: HIV/STD information use 
 
Start of Block: HIV and STD testing history 
 
Q58 Q58. Have you ever had an HIV test? 
o Yes  (1)  
o No  (2)  
 





Q59 Q59. Was your most recent HIV test in the past year? 
o Yes  (1)  
o No  (2)  
 
 
Q62 Q60. When did you have your most recent HIV test? (Month and year: MM/YYYY) 
________________________________________________________________ 
Q63 Q61. Please indicate all of the places where you have been tested for HIV (Choose ALL that 
apply) 
▢ HIV counseling and testing site  (1)  
▢ Mobile unit or HIV street outreach program  (2)  
▢ Needle or syringe exchange program  (3)  
▢ Family planning or obstetrics clinic  (4)  
▢ Emergency room  (5)  
▢ At home  (6)  
▢ Public health clinic or community center  (7)  
▢ Drug treatment program  (8)  
▢ Correctional facility (jail or prison)  (9)  
▢ Private Doctor's office  (10)  
▢ Hospital (inpatient)  (11)  






Q64 Q62. Did you get the results of your most recent HIV test? 
o Yes  (1)  
o No  (2)  
 
 
Display This Question: 
If Q62. Did you get the results of your most recent HIV test? = Yes 
 
Q65 Q63. What were the results of your most recent HIV test? 
o Negative, you do NOT have HIV  (1)  
o Positive, you DO have HIV  (2)  
o Prefer not to say  (3)  
 
 
Display This Question: 
If Q63. What were the results of your most recent HIV test? = Positive, you DO have HIV 
 
Q119 Were you linked to care immediately following your diagnosis? 
o Yes  (1)  
o No  (2)  





Display This Question: 
If Q63. What were the results of your most recent HIV test? = Positive, you DO have HIV 
 
Q120 Do you currently use antiretroviral therapy (ART)? 
o Yes  (1)  
o No  (2)  
o Prefer not to say  (3)  
 
 
Display This Question: 
If Q54. Got tested for an STD (chlamydia, syphilis, gonorrhea) = No 
 
Q66 Q64. Have you ever been tested for an STD other than HIV? 
o Yes  (1)  
o No  (2)  
 
 
Display This Question: 




Q67 Q67. Please indicate each of the STDs for which you have been tested for (choose ALL that 
apply) 
▢ Chlamydia  (1)  
▢ Syphilis  (2)  
▢ Gonorrhea  (3)  









Q69 Q69. Please indicate all of the places where you have been tested for an STD (choose ALL 
that apply) 
▢ HIV counseling or testing site  (1)  
▢ Mobile unit or HIV street outreach program  (2)  
▢ Needle or syringe exchange program  (3)  
▢ Family planning or obstetrics clinic  (4)  
▢ Emergency room  (5)  
▢ At home  (6)  
▢ Public health clinic or community center  (7)  
▢ Drug treatment program  (8)  
▢ Correctional facility (jail or prison)  (9)  
▢ Private doctor's office  (10)  
▢ Hospital (inpatient)  (11)  
▢ Other  (12) ________________________________________________ 
 
End of Block: HIV and STD testing history 
 




Q72 Q70. Before today, have you ever heard of people who do NOT have HIV taking PrEP, a 
medicine taken daily to reduce the risk of getting HIV? 
o Yes  (1)  




Q73 Q71. In the past year, have you made an appointment to discuss PrEP with a health care 
provider? 
o Yes  (1)  




Q74 Q72. In the past year, have you looked for financial information about the cost of PrEP? 
o Yes  (1)  




Q75 Q73. In the past year, have you had a discussion with a health care provider about taking 
PrEP? 
o Yes  (1)  





Display This Question: 
If Q73. In the past year, have you had a discussion with a health care provider about taking 
PrEP? = Yes 
 
Q76 Q74. In the past year when you discussed taking PrEP with a health care provider, did you 
receive the medicine or a prescription for the medicine? 
o Yes  (1)  




Q77 Q75. In the past year, have you taken PrEP daily to reduce the risk of getting HIV?  
o Yes  (1)  
o No  (2)  
o Prefer not to say  (3)  
 
 
Display This Question: 




Q78 Q76. What were your motivations for taking PrEP? (choose ALL that apply) 
▢ Low cost prescription  (1)  
▢ Feeling sick or presenting HIV symptoms  (2)  
▢ Recommendation from a doctor or health care provider  (3)  
▢ Romantic partner suggested  (4)  
▢ Other  (5) ________________________________________________ 
▢ Information encountered about PrEP (advertisements)  (6)  
▢ Minimize risk for HIV infection  (7)  
▢ Casual sexual partner suggested  (8)  
▢ Friend/family suggested  (9)  
 
End of Block: PrEP use 
 
Start of Block: HIV/STD testing motivators/deterrents 
Display This Question: 




Q79 Q77. If you have been tested for HIV or an STD in the past year, what were your 
motivations for being tested? (choose ALL that apply) 
▢ Free HIV/STD testing  (1)  
▢ Convenient HIV/STD testing location  (2)  
▢ Recommendation from a doctor or health care provider  (3)  
▢ Romantic partner suggested  (4)  
▢ Information encountered about HIV/STD testing (advertisements)  (5)  
▢ Feeling sick or presenting flu-like symptoms  (6)  
▢ Casual sexual partner suggested  (7)  
▢ Friend/family suggested  (8)  
▢ Just to know  (9)  
▢ Other  (10) ________________________________________________ 
 
Display This Question: 




Q80 Q78. If you have NOT been tested for HIV or an STD in the past year, what were your 
reasons for not being tested? (choose ALL that apply) 
▢ Fear of knowing status  (1)  
▢ Limited HIV/STD testing locations in neighborhood  (2)  
▢ Lack of information about HIV/STD testing  (3)  
▢ Financial cost of testing  (4)  
▢ Privacy concerns  (5)  
▢ Abstinent (abstaining from oral, vaginal, and anal sex since last HIV test)  (6)  
▢ In monogamous relationship  (7)  
▢ Racial stigma in HIV/STD testing locations  (8)  
▢ Sexuality stigma in HIV/STD testing locations  (9)  
▢ Other  (10) ________________________________________________ 
 
End of Block: HIV/STD testing motivators/deterrents 
 
Start of Block: Consent to recontact 
 
Q81 May I contact you in the future to ask for your participation in a follow up interview? 
Interviews may be conducted in-person or using a video conferencing platform.  If you are 
selected to participate in an interview, you will receive $35. 
o Yes  (1)  





Display This Question: 
If May I contact you in the future to ask for your participation in a follow up interview? 
Interview... = Yes 
 




Thank you for completing this survey. If you would like to receive a $5 Amazon eGift card, and 
enter into a drawing for one of (2) $70 Amazon gift cards, please enter your email address 
below. The drawing is completely based on chance and each participant has equal odds of 
receiving a gift card.  
________________________________________________________________ 
 
Q118 How did you hear about this study? 
o Word of mouth  (1)  
o Flyer  (5)  
o Email  (6)  
o Twitter  (2)  
o Instagram  (3)  
o Facebook  (4)  
o Case Manager  (7)  
o Healthcare Provider  (8)  







APPENDIX I: INTERVIEW GUIDE 
 
This interview is intended to take 60-90 minutes.  
Warm-Up (5 min): 
My only other request is that you silence your phone or put it on vibrate during the interview. 
Feel free to ask me questions at any point during the interview. 
Introduction (10 min.): 
Hello, I am Megan Threats. Thank you again for agreeing to participate in this interview. Before 
we start, I would like to go over some information with you concerning the study procedures (Go 
over consent form). 
I’d like to ask your permission to record our interview. If at any point during the interview you 
would like the recording to be stopped, please let me know.  
Thanks! Now let’s proceed. 
Review of survey items (5 min.): 
Previously, you completed a survey about how and where you access and interact with 
HIV/AIDS-related information, your HIV/STD testing and treatment history, your knowledge of 
PrEP (Truvada), and factors affecting your decision to be tested or treated for HIV and other 
STIs.  
I’m reviewing your responses to the survey now, and I’m going to ask you to elaborate on some 
of your responses.  
HIV/AIDS Information Seeking – Source, Trust of Source, Search Motivators (15 min.): 
Now let’s proceed with some questions about your experiences seeking HIV/STI-related 
information. 
(Interviewer looks at questionnaire) 
In the survey, I asked you about your sources of HIV/AIDS-related information and the types of 
information you’ve searched for about HIV/AIDS 
1. In looking at your survey, it appears that you have/have not previously searched for 
information about HIV/AIDS. Here it says you’ve searched for HIV/AIDS information 
about: (  ….. )  
a. Where have you looked for this information? (in your survey you mentioned in 
the past you’ve searched for this information _______) 
i. Can you tell me why you’ve looked for information in these places? 
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ii. If you used sources other than online sources to find HIV/STD 
information, such as family, friends, your doctor, and books can you tell 
me if this information was helpful? Why or why not? 
b. In your survey you stated that your preferred source for HIV/STD information is 
_________. Can you tell me why that is? 
c. In your survey you mentioned that you trust ______ a lot why is that? 
i. In your survey you mentioned that you do not trust, or trust _____ a little, 
can you tell me a bit more about why that is? 
2. What prompts you to search for HIV/STD-related information? (For example, you 
experience symptoms that may be indicative of an STD, you saw an advertisement about 
sexual health on TV, or maybe a conversation with a partner) 
If a participant hasn’t searched for HIV/AIDS-related information 
a. Can you tell me a bit about how you generally search for health information? 
b. Can you tell me a bit more about why you haven’t searched for HIV/AIDS-related 
health information?  
 
Online HIV/AIDS Information Seeking (5 min.) 
3. Where do you go to search for HIV/AIDS-related information online? 
4. a. In your survey you mentioned that you’ve used _____________ to search for 
HIV/AIDS-related health information. Can you tell me a bit more about why you selected 
those sites? 
b. What were you hoping to accomplish when you sought the HIV/AIDS information 
through those avenues? 
5. What type of device do you use to search for HIV/STD-related information? (For 
example, computer, iPad or tablet, mobile phone, etc.) 
 
HIV/AIDS Information Encountering (5-10 min.) 
6. Do you recall any experiences unintentionally encountering information about HIV/STD 
testing, PrEP, or any other HIV/AIDS-related information? (For example, seeing an 
advertisement about PrEP while using a dating app, seeing a post on Instagram about 
HIV testing, a pop-up ad about knowing your status) 
7. Where have you been exposed to messages/information related to HIV/STDs? (For 
example – doctor’s office, public transportation, mass media tv, movies, social media) 
a. You mentioned in your survey that you’re in a monogamous relationship, have 
you encountered information specifically from your romantic partner? 
b. Can you tell me a bit more about an incident you recall receiving HIV/AIDS 
information you didn’t intentionally seek out? 
 
HIV/AIDS Information Use (5-10 min.) 
8. Did you do anything in response to the information that you acquired? (For example, find 
a place to get tested for HIV/STDs, go get tested for HIV/STDs, discuss HIV status with 
partners, shared information with others, discuss PrEP with healthcare provider, seek out) 
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(if positive – seek out treatment for HIV, discuss medication adherence with provider, 
discuss HIV serostatus with partners) 
9. Do you remember anything that you learned, or any information that you received that 
changed the way you manage your sexual health? Or changed the way  
 
HIV/STD Testing Behaviors (5-10 min.) 
10. In looking at your survey, I see that your most recent HIV test was (month/year), if 
participant 
a. DID NOT get the results of their most recent HIV test – can you tell a bit more 
about why you didn’t get the results of your most recent HIV test? 
b. MORE than a year ago – can you tell me a bit more about why you have not been 
tested within the past year? 
c. POSITIVE – WAS immediately linked to care, but DO NOT currently use anti-
retroviral therapy? – can you tell me why you currently are not using 
antiretroviral therapy? 
d. POSITIVE – WAS not immediately linked to care, DO NOT currently use ART – 
can you tell me a bit more about why you were not immediately linked to care, 
why you aren’t using ART? 
11. Can you tell me a bit more about factors that motivated you to be tested for HIV and 
other STDs regularly? 
12. Can you tell me a bit more about factors that influenced your decision to not be tested for 
HIV and other STDs regularly? 
 
Additional Questions 
Guiding Questions (40-60 min): 
Encountering 
Tell me about some of the unexpected things you’ve learned about HIV/AIDS and other STDs 
from your friends? 
Tell me about some of the unexpected things you’ve learned about HIV/AIDS and other STDs 
while browsing the Internet? 
Tell me about some of the unexpected things you’ve learned about HIV/AIDS and other STDs 
while watching TV or reading a magazine? 
13. Tell me a little about when you when decided to start taking PrEP 
a. Where did you first acquire information about PrEP? 
a. Did you discuss the information you found with your health care provider? 
i. What kind of information about PrEP did you get from your healthcare 
provider? 
b. Did you discuss the information you found with your friends or sexual 
partners? 
b. What prompted you to look for information about PrEP? 
212 
 
a. What sources did you use to look for information about PrEP before you 
started taking it? 
b. What sources did you use for information about PrEP after you started taking 
it? 
i. Did you look up information about the side-effects of PrEP?  
ii. Have you spoken to other people who are taking PrEP to learn about 
their experiences? 
iii. Have you found people online who are taking PrEP who talk about 
their experiences of using it? Where? 
Tell me a little bit about your experience encountering advertisements about STD testing online 
a. Where did you encounter advertisements about STD testing while you were online? 
a. Were they pop-up ads/side-bar ads? Videos? 
b. What type of STD testing was being advertised? HIV self-testing kits?  
c. Did the advertisement include information about locations for being tested 
b. When you saw the ad, did you look for more information about STD testing? 
c. Did this encounter motivate you to get tested? 
 
When you were treated for chlamydia, what prompted you to seek out a diagnosis? 
a. When you noticed those symptoms, did you look for more information about 
them? 
i. Where did you look for information about your symptoms? 
ii. Did this information influence your decision to seek out a diagnosis 
for chlamydia?  
b. How did you find information about treatment for chlamydia?  
i. Did you look for information online? 
ii. What search terms did you use? 
iii. Did you discuss the information you found online with a healthcare 
provider? 
iv. Did your health care provider or pharmacist give you information 
about treatment? 
 
Did you have any other comments to share? 
Wrap-Up (5 min): Thank you very much for your time. I really appreciate your participation. I 
will be sending you some notes from this interview in the next 2 weeks. Please get in touch with 
me if you have any questions or concerns after reading the notes. If you have no concerns, thank 
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